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Hospital Service Associations 


RT. REV. MSGR. M. F. GRIFFIN 


pital service associations, with ever increasing 

social implications, it is well for those who 
have the responsibility of representing it to check 
their bearings occasionally to be sure that the 
movement is developing along the right lines and 
is not going off on a tangent. 


l: a movement developing as rapidly as hos- 


We are giving the wage earners of our country 
a formula for paying their hospital bills. We are 
making it possible for them to remain self-sup- 
porting by placing hospital service within their 
reach. By this program we are making a very 
large contribution to the stability of our voluntary 


institutions. 
The Spread of Risk 


We have built our plan on an age old mathe- 
matical formula, the application of the law of 
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averages which is most satisfactory when dealing 
with millions. The spread of risk is a very broad 
foundation on which has been erected many an 
activity of our daily experience. Some of our 
hospitals have advanced to the flat, all-inclusive 
rate, which is based on the average cost of treat- 
ment. Our Postal Service is selling its service 
at an average cost; street car fares are figured 
on the same basis, the average cost of service. 
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Illustrations could be multiplied to show how gen- 
eral is the use of this principle which is the funda- 
mental in hospital service associations. 


Insurance companies have also used this law of 
averages. It appears self-evident that the use of 
this age-old formula by insurance companies does 
not make every activity that uses it, insurance, 
any more than the use of it by the Postal Service 
makes every uther agency that uses it a post office, 
or any more than the use of it by street car com- 
panies makes every other agency that uses it a 
public utility. When the insurance companies 
came into being and built their activity around 
this long established principle they did not get a 
copyright on it, nor did they acquire the exclusive 
use thereof, and most of all they did not get the 
right to label everything else that used it “Insur- 
ance.” To the point: Just why should hospital 
service be called, and treated as if it were in- 
surance? 


The Contract Is a Service, Not an 
Insurance Contract 


This is essentially a service contract between 
the party of the first part, the subscriber; and 
the party of the second part, the combined hos- 
pitals, the hospitals that have participated in the 
formation of the association and that agree to 
render a specified service for a definite rate, and 
that also guarantee (which is more important) 
to render that same service to the subscriber dur- 
ing the period of the contract even if the funds 
be depleted and their association has no money to 
pay them. 


This provision distinguishes group hospitaliza- 
tion from insurance, which indemnifies the policy- 
holder, or which may even contract with him to 
pay his hospital bill for him, but which, aside 
from contracting with an institution, can never 
guarantee hospital service. Only hospitals can 
guarantee hospital service. There is an old adage, 
“No one gives what he has not got.” How could 
an insurance company give hospital service un- 
less some hospital came to its rescue and helped 
it out by giving that service which the insurance 
company, in turn, could contract with its policy- 
holders to get for them. 


The contractual relations between an individual 
seeking protection against the hazards of hos- 
pitalization is one thing in regard to a hospital 
service association, and an entirely different thing 
towards an insurance company. The attitude of 
the hospital service association towards its sub- 
scribers is entirely different from the attitude of 
the insurance company towards its policyholders. 
When funds are no longer available the insurance 
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company cannot pay. It cannot go through with 
its contracts. The hospital service association 
continues through its participating institutions 
to render the same service whether funds are 
available or not. In fact the payment to the in- 
stitution is no concern of the subscriber to the 
hospital service association, when once he has 
subscribed he will be taken care of during the 
life of his service contract. 


Hospital Service Plan Is a Charitable Activity 


It is the difference between a charitable activity 
and a business proposition. The same public 
spirited citizens who have built and maintained 
our hospitals as a contribution to the general wel- 
fare and as a most important feature of social 
security, serve without pay on the boards of direc- 
tors of the hospital service associations which 
represent their combined hospitals. The generous 
impulses of philanthropy actuate their guidance 
of these two great instrumentalities of our body 
politic, our voluntary hospitals and our hospital 
service associations. The cardinal principle of 
their relationship to the public is that the sick 
must be cared for in their hospitals whether they 
are paid or not. The charitable status of the 
voluntary hospital, accepted in law and fact is not 
changed by this new movement just because it 
enables a large percentage of our fellow citizens 
to become self-supporting, to become full pay 
patients rather than free or part pay. The status 
of potential patients may change but the attitude 
of the hospital towards the care of the sick, free 
or pay, must not. 


This charitable character, inspiring hospitals 
and hospital service associations alike will ever 
constitute a fundamental, ineradicable, insur- 
mountable difference between hospital service 
associations and insurance companies. When 
funds are depleted, from whatever source or 
cause, bankruptcy comes, and the insurance com- 
pany benefits die. When funds are depleted the 
underlying virtue of charity inspires the care of 
the sick with a new vigor, and the hospital service 
association lives on, distinct in the sphere of its 
endeavor, strong in the philosophy of its power. 


Hospital Service Classified as Insurance 
a Serious Handicap 


In the development of this movement one of 
the most serious handicaps has been considering 
hospital service as insurance. Every time an in- 
surance company proved false to the trust im- 
posed in it, dissipated the funds entrusted to it, 
and left helpless the people who sought protection 
from it, every time this happened it discredited 
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insurance among the people. Every time an in- 
surance company imposed a restriction that was 
considered unreasonable by the people, or dis- 
allowed a claim, it made insurance unpopular. 
Wherever those in charge of hospital service have 
allowed their association to be considered as an- 
other insurance company they have inherited this 
unpopularity, and have neglected their best 
appeal. 


Hospital Service as a Service Contract 


The conception of hospital service as a service 
contract rather than as an insurance is becoming 
more and more necessary as it approaches a 
nation-wide basis. Because it is considered one 
of the greatest contributions to social security, 
for the health and welfare of the American peo- 
ple. The health of the nation is one of its greatest 
assets and the demand for a nation-wide program 
has met with universal approval. The American 
Hospital Association has always operated on a 
nation-wide basis. Hospital service knows no dis- 
tinction of race, creed, or color and most of all, 
no distinction of state lines, geographical and 
political barriers. When it initiated this move- 
ment, the American Hospital Association con- 
sidered it, not something for metropolitan areas, 
not something for this or that state, where a 
friendly insurance commissioner might welcome 
it, but as a real contribution to the welfare of 
the people in general as an important part in the 
Federal Social Security program, and this ideal 
must be achieved or failure must be written upon 
your efforts. If we do our job well, the Govern- 
ment will not have to do it for us but if we do 
not do our job well, we will soon have no job. 
The Government will have to take over the hos- 
pital service association work. The work has to 
be done; the program was presented by the 
National Health Conference last July in Wash- 
ington; the people want this care. Either we 
are going to give it to them or the Government 
will give it to them. 


In a matter so serious as a nation’s health, the 
residents of the backward states as well as the 
most progressive are the concern of all citizens. 
We must be interested in extending the benefits 
to all our citizens irrespective of the traditions 
of casualty insurance or the exaggerated unsound 
ideas of the importance of state commissioners 
of insurance. These commissioners may argue 
among themselves, accepting every position be- 
tween the two diametrically opposites—that it is 
insurance or that it is not insurance. And we must 
leave the matter in their hands, if it be merely 
insurance, in status quo, as there is no Federal 
insurance law, and the varying legislation of the 
forty-eight states will reflect their disagreement. 
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What a National Health Concept Must 
Appreciate 


But a national health concept must appreciate 
that state lines are obliterated by the population 
grouping that proceeds regardless of these geo- 
graphic barriers. The possibility of a service 
association contract extended beyond state lines 
to all potential patients of all hospitals is the 
ultimate objective, the ideal of our expansion. In 
our attack upon the problem of the nation’s health, 
in our effort to secure social security for all our 
people, we are a nation—in the words of a great 
American—a nation, one and indivisible. 


Federal Legislation Activity 


At this point I would like to mention the de- 
velopment in the Federal Legislation activity. 
The Joint Committee representing the American 
Hospital Association, the Protestant Hospital 
Association, and the Catholic Hospital Associa- 
tion, was called to Washington last December by 
the President’s Inter-Departmental Committee 
for the Coordination of Health and Welfare of the 
People for a conference on the general subject of 
the national health program. Following the re- 
ceipt of this invitation, before I went to Washing- 
ton I called together our local group, John A. 
McNamara, John R. Mannix, and others who have 
been in touch with the movement from the be- 
ginning, for a general discussion of this pro- 
gram. Much of what I have said in the preceding 
paragraphs was said at that meeting in Cleve- 
land. Finally, at the suggestion of Mr. Mannix, 
we decided that this new movement required new 
legislation; that it was not merely insurance; 
that it could not be tied to the post of out-moded, 
out-dated state insurance legislation; that it was 
something new with tremendous social implica- 
tions which required a new legislative approach; 
and that as it affected all of the people alike, 
irrespective of states or cities, the logical ap- 
proach was on a Federal basis. 


So instructed, I presented the matter of new 
legislation for this new movement to the meeting 
of the Joint Committee the day before our formal 
conference with the Inter-Departmental Commit- 
tee. After a very extended discussion, the Joint 
Committee unanimously recommended that this 
subject be included in the Memorandum which we 
were to present to the Inter-Departmental Com- 
mittee the next day as the official position of the 
three hospital Associations. We discussed the sub- 
ject then with Arthur Altmeyer, Chairman of the 
Social Security Commission, who was presiding, 
and various other members of the Committee and 
their technical advisors, bringing out the fact that 
the precedent had been established by the Federal 
legislation for credit unions following their in- 
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corporation by various states. Small changes in 
this credit union legislation seemed to be neces- 
sary to make it applicable to hospital service. In 
the one, the participants contributed toward a 
general fund from which they borrowed in an 
emergency: in the other, they contributed to a 
general fund from which they borrow for hos- 
pitalization. The general principles of the activity 
seemed to be quite comparable. While the mem- 
bers of the Inter-Departmental Committee dis- 
cussed the thing very freely, they could not, of 
course, commit themselves because, as Mr. 
Altmeyer said, it was a new idea to them. 


Following this meeting in Washington, the mat- 
ter was presented to the Board of Trustees of the 
American Hospital Association the next week in 
Chicago. The Trustees expressed great interest 
in the possibilities and requested the Executive 
Secretary to seek legal counsel on the general 
characteristics of Federal legislation for such a 
purpose. The Executive Secretary then made 
these arrangements with Robert Maskey of Cleve- 
land who had, for many years, been recognized 
as an authority on legislation pertaining to group 
hospitalization. 


The next step was the introduction of a Bill in 
the United States Senate, by Senator King of 
Utah, for the incorporation of a hospital service 
association for Washington, D. C. This seemed 
to clear up the question as to whether the Fed- 
eral government could incorporate hospital serv- 
ice associations; that is, under what function of 
the Federal government, as outlined in the Con- 
stitution, these would be included. Shortly after 
Senator King’s Bill was available, a much more 
comprehensive Bill of Senator O’Mahoney was in- 
troduced, providing for Federal corporations. 


Through mutual friends, we arranged a meet- 
ing with Senator O’Mahoney the next time we 
were in Washington and called Dr. Caldwell 
and Mr. McNamara, who immediately came on 
for this conference. We discussed the possibil- 
ity and the advisability of including our propo- 
sition in the Senator’s Bill, or of preparing 
new and separate legislation for that purpose. 
Senator O’Mahoney is accepted as an authority 
on this subject. He has been interested in this 
sort of legislation for many years. He has had 
a group of Constitutional lawyers working under 
him and he requested us to prepare for this group 
of attorneys, a comprehensive statement of hos- 
pital service associations, their history, their 
operation and extent, enrollment possibilities, and 
other factors. This has been prepared and was 
sent to the Senator last week. 


So you have now the first official information 
on the subject of Federal legislation concerning 
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your activities. The development of this legisla- 
tion, of course, will be largely in your hands. 
Your committees and your influence will be 
brought in to interpret the movement as you can 
do from your practical viewpoint. Your experi- 
enced judgment will be sought and your advice 
requested in the conferences that will necessarily 
precede the drawing-up of any such legislation. 
I am sure you all appreciate the far-reaching 
effect and the wonderful possibilities of this 
movement. 


I have outlined some of the things that I would 
like to present to you as the advantages of Fed- 
eral legislation, the first being the advantages to 
the public, the second the advantages to the Gov- 
ernment, and the third the advantages to the 
service plans. 


Advantages to the People 


The social implications involved are most im- 
portant. 


1 The people would be protected so far as 
hospitalization is concerned by organizations of 
their own initiation and of their own choosing. 
They would be given the protection that is neces- 
sary and that we must furnish, either on a volun- 
tary or on a compulsory basis. These organiza- 
tions, without cost to the Government, operated 
on a most economical basis, are capable of in- 
definite extension; first, to the wage earners in 
the middle and lower income brackets; second, to 
the wage earners in the lowest income brackets 
with proportionate government subsidy; third, to 
the indigents, certified by local relief authorities, 
whose subscription rates would be paid from re- 
lief funds. These organizations would be very 
proper parties to enter into a contract with the 
government for this service to the indigent sick. 


These organizations thus expanded would fill 
the needs of social security as expressed in the 
National Health program, without the extensive 
bureaucracy, the political domination, the im- 
personal control, and the enlarging of the tax 
burden. 


2 The continuation, the enlargement, the 
stimulation, the revivification of the public spirit 
that built our voluntary hospitals and that is so 
necessary to the political, the economic, the social 
well being of our people would remain a great 
force. 


The Advantages to the Government 





1 By participating in the conferences that 
would develop this legislation, the interests of the 
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Government could be safeguarded, and the objec- 
tives of social security could be furthered. 


2 Proper officials would have complete in- 
formation concerning the location and individual 
characteristics of plans. They would know about 
the whole movement, and they would be able to 
keep in touch with it by the annual reports, etc. 


3 The Government would get the care for the 
people without the burden of criticism and opposi- 
tion to the plans from those who are not in favor 
of them, the small insurance companies, the spe- 
cial interests, the radical politicians. 


4 The monies could be expended for more 
necessary things, for activities that only the Gov- 
ernment can carry on. We who have been in 
touch with these things and who view them from 
the standpoint of our nation’s health and all that 
it implies, visualize an extension of public health 
service of sanitation, of education, of preventive 
medicine, of research, of maternal and child wel- 
fare, of prenatal care, of the care of the crippled 
children, the care of chronics, the care of bene- 
ficiaries of old age pensions, the special care re- 
quired by long-time illnesses, tuberculosis, cancer, 
nervous and mental disorders. There is so much 
for the Government to do, that it is not wise for 
it to expend its limited funds on works that indi- 
viduals are well able and willing to do. 


5 Government should not engage in any busi- 
ness that its citizens can do better. 


Advantages to the Service Plans 


1 Freedom from the conflicting opinions and 
regulations of state commissioners of insurance. 


2 Uniformity which make easy reciprocity, 
comparable figures in accounting, added protec- 
tion to subscribers wherever they may go. 


3 Federal licensing would make for greater 
stability in the plans, it would protect the re- 
serves, it would make more definite the guarantee 
of service without pay by the hospitals in case 
of deficits. 


4 It would give the plans a more dignified 
standing in popular esteem, it would widen the 
sphere of their influence, it would stimulate en- 
rollment. 


5 It would eliminate the restriction of state 
lines and make possible the development along the 


- lines of population grouping and also extension 


of large plans in metropolitan centers to sparsely 
settled sections. 


6 With all the advantages of the Federal legis- 
lation, still the benefits of the local management 
can be preserved and the local interest retained. 
The special consideration given to local industry to 
fit special conditions, the necessary alterations 
and adjustments of the general plan can be made 
for the community. All of the advantages we 
now have can be kept and many new ones can be 
gained by Federal charter. 





The Frances E. Willard Hospital Changes Its Name 


The Sisters of Saint Casimir of Chicago have 
taken over the management of the Frances E. 
Willard Hospital, Chicago, and from now on it 
will be known as the Loretto Hospital. 


The hospital, after being closed for one month 
for the purposes of renovation and reorganization, 
was reopened on January 16, of this year. The 
Loretto Hospital has a capacity of 175 beds and 
26 bassinets. The staff has been reorganized and 
will be conducted in conformity to the ethics of 
the American Medical Association and the Ameri- 
can College of Surgeons. It will be operated as a 
general hospital, and is open to the admission of 
all patients not having contagious or mental dis- 
eases. It aims to serve the poor and the more 
comfortably situated regardless of creed, na- 
tionality, or station in life. 
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Sister M. Patricia, R.N., is the Superior, and 
Sister M. Alma, R.N., is the superintendent of 
the hospital. 


There will be no training school for nurses. 
The entire nursing personnel consists of regis- 
tered graduate nurses. The hospital will have an 
open staff, and appointments to the staff are in 
the process of being made. 


The Sisters of Saint Casimir are experienced in 
the operation of hospitals, and their establishment 
of Loretto Hospital in a community that is well 
able to support a fine institution adds another 
good hospital to the institutions which are oper- 
ated by this Order. That it will grow in influence 
and prosper under the direction of the Sisters of 
Saint Casimir is assured. 
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HE responsibility for professional standards 
Te: the hospital is, legally and in the eyes of 

the community, that of the governing body 
or-trustees of the hospital. In actual practice the 
responsibility for establishing and maintaining the 
professional standards in a hospital is divided 
between the governing body and the medical staff 
and calls for the highest type of cooperative effort 
combined with intelligent appreciation of the re- 
sults obtained in all departments of the hospital. 
The responsibility for the clinical care of the 
patient is given to physicians legally qualified to 
practice in the state or province but matters of 
policy are passed upon by the trustees of the 
hospital. The hospital should furnish the patient 
with the best medical service through careful 
selection of doctors to the staff and by furnishing 
the best type of nursing and intern service that 
is possible. The hospital helps the doctor by fur- 
nishing him with the proper tools and facilities 
so that he is able to do the best type of work. 
The hospital should cooperate with the physician 
so that it will enjoy his respect and loyalty. In 
this manner, both the hospital and the doctor will 
work for the good of the patient. 


Responsibility of the Trustees, Staff, 
and Hospital Administrators 


Maintaining the professional standard of the 
hospital is a real problem and requires sustained 
effort on the part of both the trustees and the 
medical staff. The hospital administrator plays 
an important role by being the liaison officer be- 
tween the medical staff and the governing body. 
The staff should be given organic recognition and 
it should be self-governing and self-appraising. 
It should determine its rules of internal govern- 
ment and its activities except for a few general 
rules which necessarily come from the trustees. 
Organization of the medical staff is essential if it 
is to reach and maintain a high standard of profes- 
sional care and if it is to be held responsible to the 
governing body for the quality of the clinical care 
given the patients. The staff is also expected to 
furnish definite evidence to the trustees that the 
care of the patients is of high quality. The types 
of staff organization depend upon the various 
types of hospitals which have been classified in 
4 groups by the American College of Surgeons 
which has definitely laid down rules and regula- 
tions of organization for each type of hospital. 


Presented at the American College of Surgeons Hospital Con- 
ference, Nashville, Tennessee, January 19, 1939. 
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Professional Practices in the Hospital 
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Raising the standards of educational require- 
ments for doctors, nurses, dietitians, technicians, 
medical record librarians, enables hospitals to 
insist that this group of personnel meet definite 
educational requirements and that their training 
be sufficient to enable them to give the best type 
of service. A carefully selected and well-trained 
intern staff is, next to an excellent medical and 
nursing staff, one of the best assets which a hos- 
pital can possess in its effort to maintain a high 
professional standard in the hospital. 


Qualifications Which the Medical Staff 
Should Possess 


One of the perplexing problems of the hospital, 
is distinguishing between major and minor sur- 
gery. The safest way is to consider that all 
surgery is major and that the surgeon should be 
well-trained in all phases of surgery before he is 
allowed to be certified as a surgeon. The hospital 
administrator can determine which particular 
members of the medical staff are qualified to do 
major surgery, first, by seeing that the privileges 
of the hospital are extended only to physicians 
who have the necessary qualifications and second, 
using the valuable opinion of the medical staff 
and the credentials committee whose duty it is to 
investigate the credentials of all applicants for 
appointment to the hospital staff. The best guide 
in determining the qualifications of the staff mem- 
bers are the qualifications stated by the American 
College of Surgeons as follows: 


The doctor must be a graduate of a recognized 
school of regular medicine and be legally licensed 
to practice in the state or province in which the 
hospital is situated. 


If a recent graduate, he should have served an 
internship of at least one year in a hospital ap- 
proved for interns by the Council on Medical Edu- 
cation in Hospitals of the American Medical 
Association. 


He should have the reputation of being an 
ethical and competent physician who lives up to 
the Codes of Ethics of the American and Canadian 
Medical Association and the American College of 
Surgeons. 
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He should be a supporter of organized medicine 
by his membership in his local state and national 
medical societies. If he claims the standing of a 
specialist he should have had such training and 
experience as will warrant his recognition by the 
national society or examining board representing 
his specialty. 

The question of whether the physician should 
be advanced to the standing of a surgeon, may be 
passed upon by an advisory committee in surgery 
or if the staff is completely departmentalized, by 
the chief surgeon. 


Advantages of the Medical Staff Conference 


Medical staff conferences are of definite advan- 
tage to the patient, physician, the hospital, and 
quite naturally, the community. They are a basic 
requirement for standardization by the American 
College of Surgeons in that each hospital shall 
hold a medical staff conference at least once a 
month to review and analyze the clinical work of 
the hospital. The medical staff conference may 
be simply a routine reading of the scientific papers 
or an executive session to meet the minimum 
requirements. In order that it become a live, inter- 
esting review and analysis of the clinical work 
of the hospital, every progressive step possible 
should be taken to assure its success by present- 
ing an interesting and instructive program. 


Here again organization of the medical staff 
is essential so that there. may be proper coor- 
dination among the physicians in receiving the 
medical records of the patient, and that the staff 
may work as a unit and not as individuals working 
without a plan. Much depends upon the person- 
ality and ability of the chairman. He must be able 
to arouse interest and enthusiasm and to attract 
and inspire staff members to attend and give their 
best work. The meeting should be conducted in 
a businesslike manner and the discussion follow 
a definite course. The more educational and scien- 
tific manner in which material can be presented, 
the more interest will be aroused. The medical 
staff conference is an ideal place to present ex- 
perimental work, clinical methods, and the develop- 
ment of new methods and techniques. 


Evaluation of Scientific Work in the Hospital 


The evaluation of the adequacy and calibre of 
the scientific work of the hospital can be done only 
by constant scrutiny and analysis. The medical 
staff conference is one of the most important cri- 
teria when it is so conducted as to be a careful 
analysis of the professional work. It will show 
the defects and strong points and indicate changes 
and improvements. The responsibility of the staff 
to furnish the governmental body definite evi- 
dence that the quality of the clinical care given 
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the patients is of high calibre, is accomplished by 
the medical analysis or audit made by the staff at 
the conference. The usual criteria for evaluating 
practical and scientific work of the hospital 
are: The gross results as shown by the mortality 
and morbidity reports; the mortality rate; ne- 
cropsy rate; infections; consultations; the aver- 
age day’s stay; and follow-up statistics. This 
means keeping excellent hospital records and close 
scrutiny of those records. In order to do this a 
well-trained librarian with great strength of 
character is essential and she must have the active 
support of the administration and the medical 
staff in her difficult task. By intelligent study of 
the hospital records at regular intervals, the clini- 
cal efficiency of the hospital as a whole is indicated 
and that of any particular doctor on the staff. 
The nursing efficiency is indicated just as clearly 
as that of the medical staff. In fact, the medical 
notes and the nursing notes should complement 
each other. If they do not, the reviewer oz the 
records should immediately investigate. In mak- 
ing a review of the record, the important questions 
to be answered are: 


1 What was the diagnosis? 


2 What was the treatment? 


3 What was the condition of the patient on dis- 
charge; improved, or unimproved ? 


The doctor should face the responsibility for 
success or failure of each patient’s treatment and 
his record should clearly express his decision and 
judgment. If the record does this, the hospital 
can feel certain of the man’s training and honesty. 
If the record shows a surgical pathological report 
and a necropsy report which repeatedly confirm 
the doctor’s provisional or pre-operative diagnosis, 
that doctor is well-trained and is doing good work. 
If, however, the doctor does not put down a pro- 
visional or pre-operative diagnosis and does an 
appendectomy with a surgical pathological report 
coming back from the pathologist showing a 
normal appendix, the hospital should begin to 
watch for incompetency and dishonesty. 


The value of evaluating the professional work 
of the hospital is shown when the cold statistical 
data compiled from the medical record and other 
files, is translated into terms of lives saved, pain 
and suffering softened, patients restored to active 
life, disability and disfigurement prevented, and 
the alluring possibility that from the scientific 
data assembled may come great developments in 
medicine and surgery, and “bring us appreciably 
closer to that promised day when the former 
things should pass away, when there should be 
no more unnecessary deaths, when sorrow and 
crime should be no more, and there should be no 
more pain.” 
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practice is not immediately inviting. It is 
more pleasant to dwell on the satisfactions 
of good service, reasonably free from faults, than 
it is to analyze the origins of mistakes. Added to 
the excessive financial costs of errors which may 
seem negligible in small lots, there is also the ill- 
sustained loss of good will which has a value reck- 
oned above dollars and cents. Psychologists have 
pointed out in simple experiments the cumulative 
nature of mistakes—one mistake stimulates an- 
other and a degree of conditioning follows. In 
situations where there is a free and easy attitude 
toward mistakes, on the part of the doer and the 
others involved, one has a more or less complex 
task in re-directing attitudes which will be neces- 
sary to alter the situation. 


To study of the etiology of errors in nursing 


Unpredictability of Nursing Difficulties Important 
Factor in Errors 


It would be admittedly an onerous task to at- 
tempt to classify or catalogue the mistakes that 
happen in any type of organization. Nursing 
service has many general problems and untold 
special ones. Even nurses with years of experi- 
ence in various types of services are often amazed 
at the turn of affairs hinged upon the human ele- 
ment. There are many difficulties that are almost 
beyond prediction and consequently unprevent- 
able. For the sake of classification we could 
divide the mistakes into groups that are likely to 
be of serious consequence to the patient and those 
that are minor in nature. Another listing could 
include the justifiable and non-justifiable com- 
plaints of patients where the service was faulty 
or allegedly so. Predictable or unforeseen, evita- 
ble or inevitable mistakes, known to the patient 
or unknown to him, constitute another approach 
to the subject. 


Many mistakes are minor in nature and are 
the common every-day type of fault arising from 
characteristic human frailty. Many occur in 
group activity in almost any type of endeavor. 
These can be reduced in many instances from the 
prevailing average to a lower number without any 
special effort. This type of error will never be 
eliminated and is of practically no importance. 
Errors that are inherent in hospital service and 
that bear a striking relationship to the welfare 
of the patient and the hospital’s standing in the 
community do not belong in this category. The 
reduction of this type is actually an index of hos- 
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pital service and is of greatest importance to the 
institution. 


An internationally known department store, 
through its publicity department, writes pointed 
paragraphs on service errors. The admission of 
the mistakes which will be repeated from time to 
time is far less important than the attitude that 
the organization takes in regard to them. It has 
been cited many times in court that the humani- 
tarian position that the hospital occupies in so- 
ciety constitutes its most vulnerable point of at- 
tack—at least from the legal standpoint. Many 
unscrupulous persons gratify mercenary impulses 
by bringing comparatively minor errors to the at- 
tention of the courts. It is not uncommon for 
many people to express opinions such as “Nurses 
have no right to make mistakes” and action is 
often based upon that point of view. A large per- 
centage of lawsuits directed against hospitals are 
based on burns by hot water bottles which consti- 
tute a perpetual hazard as far as the patient is 
concerned. Yet, many hospital authorities would 
declare that this is a minor matter but it is rarely 
so considered by the courts. 


Hospitals have not escaped a form of racketeer- 
ing that involves threatened or actual court action 
without any real claim. These suits like many 
others in which the plaintiffs’ claims are denied 
by the courts do add a certain amount of tarnish 
to the hospital’s reputation. The general public 
cannot be informed of the details and being 
slightly intolerant of the faults of hospital people 
may not care to have the facts even if they were 
readily available. So the hospital loses no matter 
what the score is. 


Hostility Towards Criticism Blocks Correction 
of Errors 


By abandoning even a slightly defensive atti- 
tude toward mistakes and attempting to cultivate 
a wholesome attitude toward the correction of 
errors a start in the right direction is made. Hos- 
tility toward criticism often defeats any desire to 
overlook mistakes on the part of the person mak- 
ing the complaint and makes it quite hopeless to 
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attempt to bring anything constructive out of 
something destructive. It is not enough to study 
past and probable types of errors. The analysis 
should be followed by action. The diagnosis or 
the etiology is important but the method of future 
prevention (treatment) is more important. 


We believe that patients, in general, tend to re- 
member two distinct phases of hospital service— 
that is nursing care and food. They are inclined 
to be somewhat indifferent to slights and infrac- 
tions in the clerical departments but they remain 
intolerant of even simpler infractions in nursing 
care and food service. A happy stay in an insti- 
tution where the patient had satisfactory nursing 
care usually results in the patient being a booster 
for the hospital. An experience with a negligent, 
careless or flippant nurse may make the patient 
an avowed enemy of the institution for life. 


Errors Which Lower Efficiency of Nursing 


Every department could prepare a list of gen- 
eral and specific errors which lower the efficiency 
of the service but in this paper we shall include 
only those related directly or indirectly to nurs- 
ing. Institutions have their own characteristic 
errors which seem to be evidence that there 
is more involved than the individual. For a period 
of years now the writer has made an effort to 
keep a record of what one would consider mis- 
takes that should not be overlooked. Students in 
graduate classes in ward administration, head 
nurses, and patients have made many contribu- 
tions to this collection. Columns of legal decisions, 
such as appear regularly in HOSPITALS, have 
provided interesting objective studies which have 
made it possible to learn by the experience of 
others. 


The following conclusions have been reached 
and are presented herewith because they seem to 
have general application: 


The principles of nursing education as ac- 
cepted and practiced in successful hospitals 
and nursing services would seem to be the 
best protection to the hospital and would as- 
sure intelligent care and the minimum of 
errors. 


Considerable elaboration of this statement is 
possible but it will suffice to state that an experi- 
enced, well-prepared faculty with carefully chosen 
students, capable graduate staff nurses skillfully 
supervised, working a reasonable day with defi- 
nite planning for efficiency will constitute reliable 
safeguards for patients and for the hospital as 
well. In other words, your safety is no stronger 
than your staff. Furthermore, one can demand 
higher standards from a potentially efficient per- 
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sonnel. True, the law of diminishing returns may 
operate under conditions where exaggerated em- 
phasis is placed on education and skill, per se, but 
the same law will operate in the other extreme. 
Faulty organization, casual teaching, indifference 
in the selection of students and lack of supervision 
of graduates, plus a desire to keep nursing costs 
below the safety level, yield unexpected dividends 
in difficulty sooner or later. 


Errors tend to increase when the nursing 
load is lightest. 


This paradox is common and can be demon- 
strated in many other situations. When the im- 
petus is removed or when the pace is slackened 
less is accomplished. In other words the less one 
has to do, the less one does. Here again, compe- 
tent supervision has an active role. Its function 
is to maintain morale, to stimulate habits of effi- 
cient performance and to set standards that can 
be maintained in busy seasons as well as slack 
seasons. Behind such supervision there must be 
intelligent planning. Keeping a staff busy is not 
sufficient. The workers must be able to occupy 
their time so that they have satisfaction in what 
they are doing. Repetition of tasks merely to 
keep busy is a futile expenditure of effort. Many 
managers mistake driving of employees for execu- 
tive ability but there is a great gulf between these. 
It requires imagination, initiative, and ingenuity 
to keep a staff busy and happy during a slack time 
but it is decidedly worth the effort. 


There seems to be a greater probability of 
errors when the nurses involved do not have 
to face responsibility to the physician or 
those directly concerned with the mistake. 


The nursing executives of the ward or depart- 
ment act as buffers. The nurse may make an un- 
necessary and serious mistake in medication and 
the head nurse assumes the unpleasant task of 
reporting the fact. Any irritation or displeasure 
at the inefficiency of the nurse on the part of the 
doctor is spent on the head nurse and not on the 
person who made the mistake. If the nurse is 
negligent, assuming that she knows the proper 
procedure, she should be required to make the 
necessary and routine explanation to the physi- 
cian. Many object to this, saying that the physi- 
cian does not wish to become known as a “scold” 
and that the nurse in charge is responsible for the 
entire conduct of her ward and should assume re- 
sponsibility when there is obviously improper 
functioning. If we have a concept of the ward as 
a social and democratic unit each worker has a 
place and series of duties based upon knowledge 
and experience as well as ethical obligations to 
other members of the unit. It would seem rea- 
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sonable to expect that all concerned would be able 
to exact the requisite responsibility from indi- 
viduals participating in the plan without becom- 
ing personal and subjective. 


There are also several schools of thought on the 
proper methods of dealing with comparatively 
serious mistakes known to the patient. Naturally 
the condition of the patient has some bearing on 
any solution. Patients like doctors seem to hold 
to the theory that nurses are constantly under the 
lash and that the fault is not actually their own. 
Some object to reporting unpleasant experiences 
and prefer to take a chance on a situation becom- 
ing more tolerable. They seem to fear that if they 
complain they will be exposed to embarrassing 
explanations or they dread becoming branded as 
complainers. In either case many suffer in silence 
or they give vent to their displeasure when they 
leave the hospital. Out of these attitudes spring 
many unfavorable reactions to hospitals. There 
is no uniform method of handling these problems 
but the defining of a hospital attitude toward com- 
plaints, in general, inspections, frequent visits, 
adequate and wise supervision may do much to 
convince patients that they have a part in the 
proper functioning of a hospital. 


In a minor study made by ward administration 
students it was concluded that the majority of 
patients observed preferred to make complaints 
(if there were complaints) to the ward head nurse 
and to let her substitute a satisfactory nurse for 
one who had not given satisfaction. It was re- 
ported that many patients said after leaving the 
hospital that they believed they had done the in- 
stitution a favor in calling its attention to an 
undesirable situation which could be remedied. 
Before beginning the study the students were re- 
minded that nursing skill, viewed from the stand- 
point of the patient, is most difficult to evaluate 
since the patient receives actual nursing care 
practically unsupervised. 


Errors frequently blamed upon individuals 
are, in reality, faults of the hospital system 
that have been perpetuated so long that the 
potentialities are not recognized. 


Among these errors may be mentioned: 


1 The practice of sending nurses from one de- 
partment to another to relieve. This is 
widely prevalent, is most difficult to elimi- 
nate and has the approval of a large group of 
nurses. They declare that such a practice 
is reasonable and safe, that any nurse 
should be able to go from one department to 
another with perfect ease and give maximum 
service. Theoretically it is easy to subscribe 
to this but one can trace many errors to 








shifting personnel. Patients themselves com- 
plain about this. One of the most common 
complaints made in general about routine 
nursing care is that there are so many per- 
sons entrusted with its care. The nurse 
who relieves does not understand many of 
the small details of nursing care that are so 
important to the patient. She may know the 
general nursing technique and may be able 
to meet emergencies that arise but in the 
stress of adjustment she does not fully meet 
the situation. 


Construction of the hospital frequently makes 
efficient nursing difficult even if there is sat- 
isfactory staffing. A nurse who has to ser- 
vice a long corridor, regardless of the floor 
census, may spend considerable time getting 
from one room to another and the service is 
delayed. This invariably causes the patient 
to complain that he had to wait too long for 
his signal to be answered and that there are 
not enough nurses, etc. 


The nursing staff bears the brunt of shortage 
of hospital supplies. Lack of sufficient linen, 
hot water bottles, ice caps, dull hypo needles, 
etc., interfere with efficiency and delay doc- 
tors’ orders. The nursing service gets a de- 
merit. 


Vague directions, verbal orders, flexible poli- 
cies and lack of emphasis on important points 
often leave only a temporary or negative im- 
pression on the staff and deceive those who 
are responsible for them. Often it is assumed 
that since it is an executive order it will 
filter through and become the guiding princi- 
ple of the entire staff. This cannot happen 
automatically. It is more probable that the 
one employee who was not properly informed 
of the order will be involved in a repetition 
of the mistake that prompted the original 
order. 


Even simple directions are not easily as- 
similated by an entire group. Painstaking 
efforts are required if the information is to 
become a part and parcel of the routine. 


Nurses who return to duty after a period 
of absence, special nurses, new appointees, 
nurses transferred to the special services, 
etc., may escape being informed of new rul- 
ings or they may be casually informed. The 
number participating in the transfer of in- 
formation or regulations lessens to a degree 
the accuracy of transfer, particularly if the 
order is verbal. 


5 Tests should be made on the clarity and ap- 
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plication of any important order sent to the 
wards. Familiarity with the results of read- 
ing tests impresses us with the many inter- 
pretations possible in reading simple sen- 
tences. It is not enough to send out 
directions and orders and to define minor 
policies. They must be tried out and revised. 
Employees who receive them may consider 
them as merely more orders and when the 
test of action comes may blunder through 
without understanding the principles in- 
volved. 


A system that takes account of everyone 
in the department and provides for an ac- 
counting system of instruction and demon- 
stration with interval re-testing is an indis- 
pensable safeguard in hospitals where mis- 
takes have added potentialities. 


6 Basic information or essential data should be 
readily accessible and should be kept up-to- 
date. In large institutions where supervision 
is constant there may be more opportunities 
for the staff to provide personal supervision 
and to meet situations on a different basis. 
In almost all cases, however, the nurses feel 
a sense of security in having regulations 
readily accessible even if these are re-in- 
forced with assistance of the supervisor. 


It goes without saying that these special 
orders should be dated, and when discon- 
tinued should be removed from the regulation 
book and the new order inserted. Orders, 
regulations, and policies are not abidingly ap- 
plicable and there is sometimes much diffi- 
culty over carrying out an order without any 
common-sense modification as there is in dis- 
obeying the order. Nevertheless, in general, 
it is a far more satisfactory policy to provide 
a guide book than it is to let the staff shape 
their own responses to situations which will 
bring fresh trouble to the institution. 


7 Procedures or nursing technique are all too 
often based upon traditional institutional 
habits. Many are highly complicated and the 
underlying principles imperfectly under- 
stood. Safety to the patient, simplicity of 
technique, economy of supplies, and a scien- 
tific foundation will insure that errors will be 
reduced and that time will be saved in addi- 
tion. Procedures should be revised from time 
to time and then after revision there should 
be a program to have the technique uniformly 
adopted. 


Incomplete regulations, color schemes in 
cards that do not bear signals, the use of 
numbers instead of names, and codified de- 
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vices are sources of strain on the efficiency 
of the nursing department. As an example 
of an incomplete order we have the follow- 
ing: “Sterilize once a week.” It will be easy 
for this to be left to chance unless there is 
a stated day and unless the person perform- 
ing the task has a method of reporting that 
the task was done. A yellow card with the 
corner cut off may mean one thing in the 
legend but unless the guide is convenient we 
will have confusion in the use of such devices. 
This is particularly true where alternates are 
involved. We know ourselves when we re- 
ceive directions about road in the country 
involving left and right or north and south 
that we are commonly confused, regardless 
of our eagerness to get the directions accu- 
rately. 


9 It is much simpler to issue orders that are 
potentially protective and inclusive than it is 
to have them checked for performance. 
Nurses, in common with others, often have a 
tendency to see and employ but one aspect of 
executive work—that is the face-to-face or- 
ders. After an order is given, the responsi- 
bility slackens and the young or inexperi- 
enced executive considers the matter to be in 
the hands of the other person. The follow-up 
and analysis of performance and results are 
often ignored. True, the head nurse may fre- 
quently be too busy to check on the assigned 
work but in many cases, the failure results 
from a distorted conception of executive 
work. 


The best time to become interested in mis- 
takes is before they happen. 


Actually mistakes are made, created if you will, 
by factors such as these mentioned. In the majori- 
ty of cases they do not “just happen.” Regard- 
less of the motives of those involved in them, the 
results are much the same. They are costly to the 
hospital, disillusioning to the patient, and a bad 
example to the personnel. 


It is merely an empty desire to hope that every- 
thing will go all right and that the service to the 
patient will be satisfactory. The idea has to be 
organized, tested, and revised in the light of con- 
ditions operating in the hospital and in the me- 
dium of the patients’ reactions. Without much 
effort we can put ourselves in the places of the 
patients and say with emotion, if not on reflec- 
tion, that hospitals have not any right to make 
mistakes. This need not imply that we expect 
hospital personnel to be faultless but merely 
thoughtful, constantly careful, and always vig- 
ilant. 
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Adequate Education and Training For 
Hospital Administrators 


ARDEN E. HARDGROVE, F.A.C.H.A. 


great a responsibility for anyone to pass over 

his qualifications lightly and his need for 
adequate preparation to meet this responsibility. 
In fact, has not this need for adequate education 
and training of hospital administrators always 
existed? Certainly, those six administrators who 
met in Cleveland in 1899 to form the Association 
of Hospital Superintendents, the forerunner of 
the American Hospital Association, must have 
felt a degree of inadequacy which they expected 
would be remedied, partially at least, by an oppor- 
tunity for superintendents to assemble at regular 
meetings for an exchange of experience and ideas. 


Te hospital administrator, today, has too 


A Review of Hospital Administrator Training 


James A. Hamilton noted in his presentation of 
this subject in the January issue of HOSPITALS 
that the first definite plan for the training of hos- 
pital administrators to be presented was the ap- 
prenticeship plan formulated by Doctors Frederic 
Washburn and Joseph Howland in 1910. This 
proposal must have been preceded by much dis- 
cussion and realization of the need for such a plan 
or it never would have been evolved. Some years 
ago, Marquette University attempted a course in 
hospital administration. Then came the Institute 
plan and the successful Institutes inaugurated and 
conducted in Chicago by the American Hospital 
Association with the aid of allied organizations. 
Now institutes either have been held or are being 
planned on the west coast, in the south, on the 
east coast, in the north, and in Canada. And the 
final development for the education of hospital 
administrators has been the graduate course in 
hospital administration at the University of 
Chicago. 


So, I repeat, that since the inception of our 
present hospital organization in 1899, a need 
for better preparation of hospital administrators 
has both existed and been recognized, a recogni- 
tion that has grown and become more widespread 
as we approach today’s realization of this need. 
Let us consider the factors that have contributed 
to this growing appreciation of the hospital ad- 
ministrator for more adequate education and 
training. 





Presented at the American College of Surgeons Hospital Con- 
ference, Nashville, Tennessee, January 20, 1939. 
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The Influence of the College of Surgeons 


A very potent factor has been the hospital 
standardization program of the American College 
of Surgeons, so ably executed under the direction 
of Dr. Malcolm T. MacEachern. As the public, 
as the governing bodies and as the hospital ad- 
ministrators, themselves, were made to realize 
the necessity for raising the standards of our 
hospitals, there was created concurrently a need 
for better administration. If we accept the defini- 
tion that an organization is the lengthened 
shadow of one individual, it is self-evident that no 
organization can be improved unless its chief 
executive is prepared to establish leadership in 
that improvement. 


Following the impetus given to the betterment 
of hospitals by the American College of Surgeons, 
there was an awakening of the consciousness of 
the professional employees of our hospitals toward 
the advancement of their professional standing. 
For some time, our schools of nursing had been 
required by state laws to be under the direction of 
persons with definite educational requirements. 
Following the publication of the first curriculum 
by the National League of Nursing Education, 
educational requirements for the entire instruc- 
tional force were further emphasized, and now we 
find our schools of nursing staffed in their execu- 
tive positions with nurses who have received, at 
least, their bachelor’s degrees. 


The American Dietetic Association followed 
with the requirement that its members must be 
college graduates, who have taken certain pre- 
scribed courses. The medical record librarians 
and the nurse anesthetists established profes- 
sional standards for their training and education, 
and finally the laboratory and x-ray technicians 
established standards for registration in their 
professional organizations. The educational 
standards established for these professional em- 
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ployees must be fully observed by hospitals in 
order to be accredited. But the chief executive of 
them all, the hospital administrator, the one per- 
son who by responsibility of position is obligated 
to give leadership and direction to these profes- 
sional employees, what are the standards to which 
he must conform, what are the educational qualifi- 
cations he must possess, what is the extent of the 
practical training he must have pursued to entitle 
him to this position of authority? I have read in 
the news that the superintendent of garbage dis- 
posal was placed in charge of a municipal hos- 
pital. But, even though that may be pointing to 
the ridiculous, it would certainly appear that 
there is a need for the adequate education and 
training of the administrator because he super- 
vises the activities of those employees who have 
taken the initiative and attained for themselves 
such a commendable degree of professional recog- 
nition. 


The Work of The College of Hospital 
Administrators 


Into this breach entered the American College 
of Hospital Administrators. The American Hos- 
pital Association by necessity has had to devote 
its activities more and more to the needs of the 
institutions rather than the individual. As the 
program of the American College of Surgeons 
continued to advance the standards of hospitals, 
and as the professional employees of hospitals 
placed their professions on a higher level of re- 
quirement and performance, the greater became 
the urgency for an organization devoted to the 
needs of the hospital administrator; and so came 
into being the American College of Hospital Ad- 
ministrators, organized by the administrators, 
themselves, to meet their own needs. And what 
did they consider these needs to be? As sum- 
marized by Howard Bishop, in his presidential 
address, the objectives of the College were defined 
as follows: 


1 To elevate the standards of hospital ad- 
ministrators 


2 To establish a standard of competency for 
hospital administrators 


3 To develop and promote standards of edu- 
cation for hospital administrators 


4 To educate hospital trustees and the public 
to understand that the position of hospital 
administration calls for special training 
and experience 


So we have traced the growing appreciation of 
the need for adequate education and training of 
hospital administrators from the beginning of our 
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current hospital organization at the turn of the 
century to the culmination of this appreciation in 
the organization of the administrators to meet 
this need. But do not misunderstand me that 
the College of Hospital Administrators should now 
assume sole responsibility for this obligation. To 
meet with success this movement must be a co- 
operative endeavor, the College of Hospital Ad- 
ministrators working with the American Hospital 
Association, the American College of Surgeons, 
the American Medical Association, and allied or- 
ganizations. These organizations have long rec- 
ognized that their hospitals can be no better than 
the leadership evidenced in their administration. 
No better proof of the mutual interest and co- 
operative nature of the effort to meet this need 
is the fact that we are discussing this subject 
today at a sectional meeting of the American 
College of Surgeons. The point I want to em- 
phasize is that at last hospital administrators not 
only recognize their need for better preparation, 
but they, too, are organized for and actively en- 
gaged in the improvement of their personal 
qualifications and of their professional standing. 


The Consciousness of Administrators of Their 
Educational Needs 


It is not unusual for a need to exist for an 
extended period of time before there arises an 
urgent demand for the fulfillment of that need. 
This surely has been the fact in this particular 
instance. So, for the remainder of this presenta- 
tion, let us consider the immediate causes that 
have aroused the consciousness of hospital ad- 
ministrators to their educational needs and 
created a demand for their fulfillment; and, if I 
may be so bold, let us consider what causes there 
may be in the future to make this demand even 
more acute. 


First, there is the ever increasing complexity 
of the hospital organization. The hospital of 
yesterday consisted of a nurse, an operating room, 
a delivery room, a cook, and a janitor. We have 
added a school of nursing, a dietary department, 
a pathological laboratory, a radiographic depart- 
ment, later a radiologic department, a medical 
record library, the physical therapy and occupa- 
tional therapy departments, the out-patient de- 
partment with its enlarged preventative motive, 
training of interns, training of dietitians, train- 
ing of specialists in medicine and surgery—I 
leave it to you to supply the ramifications of hos- 
pital activities that I have omitted. We generate 
our own electrical power; we operate our own 
refrigeration; we have installed air-conditioning ; 
we expect to receive the same combustion effi- 
ciency in our power plant that is obtainable in 


25 





industry; so our engineering department has far 
outgrown the janitor of yesterday who fired the 
furnace. Our laundries are equal in size and 
equipment to commercial laundries, whose opera- 
tion is a specialized field for their executives. As 
the hospital becomes more highly developed, the 
better prepared and the better trained must be the 
hospital administrator to effect efficient operation. 
And equally important, the hospital must keep 
abreast with the latest developments in medical 
science. The hospital administrator must keep 
pace with the advancing science of medicine, and 
adapt his organization to its needs. 


Some of us have grown up with the hospital 
during this period of development. We have made 
an effort to keep pace with the growing complex- 
ity of our organizations. But what of those who 
are to take our places, they must be prepared to 
assimilate the problems of the complex organiza- 
tion as it now exists. A definite need, therefore, 
is created for educational opportunities whereby 
the aspiring hospital administrator of the future 
can obtain sufficient knowledge of the multi- 
departmental hospital during an intensive period 
of theoretical study, and a subsequent period of 
practical training to qualify him for the technical 
operation of his organization. 


You rightfully may say that I have given a de- 
scription of the super hospital of today and that 


the large majority of our hospitals do not present 
the degree of complexity that has been outlined. 
That is quite true of today, but I wonder about 
the future. What is to be the ultimate effect of 
present social trends and economic influences that 
already are beginning to affect so greatly the 
operation of our hospitals? 


The Changing Order in Hospital Administration 


When money was more plentiful and hospital 
“angels” more numerous, many administrators or 
maybe I should say the heads of many hospitals, 
were independent, uncooperative, and it was not 
uncommon to hear them say, “Just let me alone 
and I will get the money needed for my hospital.” 
But when the depression wiped out private for- 
tunes, reduced incomes, and increased taxation so 
that private philanthropy no longer was able to 
underwhite the deficits, then these executives real- 
ized their lack of preparation to meet the chang- 
ing conditions. They became organization con- 
scious and appealed to our associations to find 
outside aid, chiefly governmental, to help meet 
the increased demands which were being placed 
upon them. I do not say that there will be no 
more voluntary contributions, but assuredly there 
is a definite trend toward the reduction of large 
incomes through income taxes, and toward the 
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reduction of family fortunes through inheritance 
taxes which assuredly will have its effect upon 
philanthropy. Accompanying this is a gradual 
restriction of. exemptions which have been in 
favor of gifts and bequests for charitable pur- 
poses, for the present social trend appears to be 
against the accumulation of wealth by charitable 
institutions as well as against such an accumula- 
tion in family fortunes. Likewise, as taxes in- 
crease, the person of wealth becomes less inclined 
toward philanthropy and looks more and more 
to the government, who has taken his money, to 
supply the charitable needs of his community. 
So while voluntary contributions may continue, 
there is the ever increasing danger of their de- 
cline. The hospital administrator must be pre- 
pared to meet such changing conditions, when 
they occur, if our voluntary hospitals are to 
endure. 


While our income from philanthropy is being 
reduced through taxation, we still have a more 
direct danger to face and that is taxation of the 
products we use and of our hospital plants them- 
selves. Government is continually looking for 
new sources of taxation. Free water for hos- 
pitals is becoming less and less common. Prod- 
ucts used by hospitals are already subject to ex- 
cise taxes, processing taxes, and in many places, 
sales taxes. The Bureau of Internal Revenue has 
within the last two years called our attention to 
the fact that to be organized for charitable pur- 
poses is not in itself sufficient for tax exemption 
but that an appreciable amount of charity must 
be dispensed, and the Bureau has begun a more 
rigid enforcement of this provision. State officials 
are looking longingly at the large amount of tax 
free property, and several proposals have already 
been made for the removal of tax exemptions. So 
the problem of direct taxation may some day have 
its influence on the future of our voluntary hos- 
pitals. 


Some Financial and Employment Problems 


In the beginning of the depression, we con- 
sidered unemployment temporary. But during 
the respite of 1935, 1936, and 1937, we found that 
unemployment did not diminish in proportion to 
increased production and we began to realize the 
possibility of a permanent unemployment prob- 
lem which will have to be solved. Industry has 
learned through the years of necessity to do much 
with machinery that was formerly done by hand. 
While in college, I worked one summer in a rubber 
factory, rolling by hand laminated tread stock for 
tires, and a short time ago, I saw one machine 
putting out more tread stock than a thousand of 
us youngsters of former days could have pro- 
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duced in the same time. And what solution is 
being offered? First, old age retirement which 
in the beginning was fixed at 65 but now appar- 
ently is to be reduced to 60, together with an 
increase of benefits, so that an opportunity for 
work will be available to the young. This will 
undoubtedly mean increased taxation to cover the 
increased cost, and there is every indication that 
hospitals and their employees will be included 
under this law during the present session of Con- 
gress. (However, I feel that hospital employees 
are entitled to these benefits as well as other em- 
ployees.) Second, there is the demand that capital 
must share with labor the savings effected by 
mechanization, through increased wages and 
shortened hours. While we, at least for the time 
being, have an exemption from the Federal wage 
and hour law, our hospitals are not being ex- 
empted from their state laws, and there is a defi- 
nite and an increasingly effective effort on the 
part of the Labor Department to have all states 
pass wage and hour laws. At the present time, 
these chiefly relate to women and minors only, 
but in keeping with the present trend, all labor 
may eventually be under such regulation. 


The hospital, however, is a personal service or- 
ganization and only in a limited way in the 
mechanical departments can any mechanization 
take place. In the heart of the hospital, that is, 
in the care of the patient, personal service cannot 
be supplanted. Yet, every indication is that hos- 
pitals must face increasing wages and decreasing 
hours of labor for their employees in the future. 
So these are some of the economic influences that 
will increase our financial difficulties: (1) de- 
creased philanthropy, (2) increased cost of com- 
modities through indirect taxation, (3) direct 
taxation, and (4) increased wages and decreased 
hours for employees. Where can we turn for 
financial assistance, so that hospital rates can be 
kept within the ability of patients to pay for care? 


Government Subsidy Will Not Meet the 
Increased Cost of Hospital Operation 


One answer may be government subsidy but 
even in the times of the most uncontrolled spend- 
ing for relief, were hospitals assisted? What may 
be obtained under a National Health Bill, if and 
when passed, I would not attempt to predict. 
Certainly, if the past is any indication of the 
future, any subsidy to hospitals will be kept to a 
minimum and be subject to the strictest govern- 
ment control. When the social security law was 
first under consideration and Robert Jolly and 
Rt. Rev. Msgr. Maurice F. Griffin appeared before 
the Senate asking that the employees be included 
but that hospitals be not taxed, I am informed 
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that a friendly senator told them that they need 
expect no assistance, for it was the policy of the 
administration to regiment hospitals in keeping 
with the rest of the social program. When the 
most recent concession was received from the ad- 
ministration relating to the distribution of sur- 
plus butter and citrus fruits, it was designated 
for the use of charity patients only. Even then, 
to receive these benefits a hospital had, in fact, 
to make a public admission that these patients 
had not been receiving as much of these products 
as they should have been given. This butter and 
fruit were to be used only in addition to what 
the patients already were receiving and were not 
to take the place of any other foods. So it would 
appear that, if and when there may be govern- 
ment subsidy for hospitals, it can never be ex- 
pected to compensate for the increased cost of 
operations that appears to be in store for hos- 
pitals in the future. 


The outcome then is obvious. It has long been 
recognized that there should be more community 
planning in the building of hospitals, and that is 
not for the ultimate good of the community for 
Methodists, Lutherans, Baptists, Presbyterians, 
Episcopalians and other specific groups, to build 
small individual hospitals irrespective of the com- 
munities’ needs. If these hospitals, of at least 
under 200 beds, have not been economical to 
operate in the past, what will they do to meet 
decreased financial support and increased operat- 
ing costs? The only logical answer I can see is a 
merging of hospitals into units of sufficient size 
to afford economical operation, the large depart- 
mentalized units previously described. Many of 
the church organizations which established hos- 
pitals have found it an all sufficient task to sup- 
port themselves. They are no longer directly aid- 
ing their hospitals, so that the breaking down of 
sectarian motives, that caused the building of 
these hospitals, would not be so difficult. 


A Possible Result of Economic Influences 


As I see it, there is a strong possibility that 
economic influences in a large measure will bring 
about a hospital set-up consisting of the following 
two classes. First, small medical, surgical, and 
obstetrical hospitals ‘actually more in the nature 
of nursing homes, conveniently situated and 
operated with a minimum of equipment and over- 
head, for the rendering of first aid and for the 
care of minor and such other conditions that are 
too acute to be transported to the hospital center. 
Second, the highly specialized hospital center, to 
which the nursing homes will refer their more 
serious cases, those which require special equip- 
ment and specialized services in diagnosis, treat- 
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ment, and surgery. These will be the super hos- 
pitals previously described, completely depart- 
mentalized and operated at a higher degree of 
efficiency from the standpoint of both administra- 
tion and professional service. 


In this way, the cost of hospitalization can be 
kept to the minimum. In the small units there 
would be a limited overhead, while in the large 
units the greater number of patients would be 
sufficient to carry the increased overhead of the 
specialized services that would be required. 


If you question that such a development is 
being thought of, read the letters of the presidents 
of your state associations in the January issue of 
HOSPITALS. It was surprising to me to note 
that in seven out of the fifteen letters, reference 
was made to development of hospital units, trans- 
portation to properly equipped hospitals, and the 
merging of inefficient hospitals—all giving evi- 
dence of a trend toward the large hospital centers 
of the future. 


I am not so pessimistic or radical as to say 
there will be no place left for the medium sized 
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voluntary hospital but I feel strongly that those 
that will endure will be the ones that are soundly 
financed and endowed, and that have the benefit 
of administration by hospital administrators who 
are fully educated and trained to meet the re- 
sponsibilities that will be placed upon them. 


To meet the increasing difficulties caused by 
present social trends and economic influences that 
may promote such a hospital situation as pic- 
tured, we assuredly will need all the assistance 
that local councils, district, state and national 
associations can give us, all the supplementary 
education and training we can receive, and real 
preparation through theoretical education supple- 
mented by practical training for those freshly en- 


‘tering the field of hospital administration. I trust 


that there will always be a place for our voluntary 
hospitals, but those that succeed in meeting the 
problems of the future will be those that are 
administered by adequately educated and trained 
hospital administrators. Therefore, to me, there 
is an ever growing need, a need that is rapidly 
becoming more acute, for the adequate education 
and training of hospital administrators. 





Tenth Annual Tri-State Hospital Assembly 


Chicago, Illinois, May 3, 4, 5, 1939 


The tenth annual Tri-State Hospital Assembly 
will be held at the Stevens Hotel in Chicago on 
May 3, 4, 5, 1939. This assembly is composed of 
the hospital associations of Illinois, Indiana, and 
Wisconsin, with the Michigan Hospital Associa- 
tion as a guest for the present year. 


In addition to the four large state hospital asso- 
ciations, twenty-five separate organizations and 
groups of hospital workers will participate. Each 
of these groups will have a separate program. 


Wednesday, May 3 


The general assembly will open on Wednesday, 
May 3, at 10 a. m. The general theme for this 
session will be “The Care of the Indigent Patient 
in the Voluntary Hospital.” In the afternoon 
there will be group conferences and business ses- 
sions of the four state hospital associations. 
Wednesday evening will be devoted to a panel 
round-table conference. 


Thursday, May 4 


The Thursday session will open with a breakfast 
conference under the auspices of the American 
College of Hospital Administrators and will fea- 
ture a panel discussion on the “Education and 
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Training for Hospital Administration.” The gen- 
eral assembly will meet at 10 a. m. The gen- 
eral theme will be “The Care of the Patient.” On 
this day the Indiana Hospital Association will hold 
its annual luncheon. Thursday afternoon will be 
given over to group conferences and in the eve- 
ning will be held the annual Tri-State Hospital 
Assembly banquet. 


Friday, May 5 


On Friday, May 5, the general assembly will 
convene at 10 a.m. The theme will be “Increas- 
ing the Hospital Income.” At noon the luncheon 
will be sponsored by the Executive Committee of 
the Tri-State Hospital Assembly honoring the 
presidents of the various organizations ‘and 
groups. The afternoon will be given over to 
group conferences. At 2 p. m. a special confer- 
ence on “The Small Hospital Section” will be held. 


The program as outlined will have something of 
interest for everyone who participates in this con- 
vention. Speakers of international reputation 
will be on the programs of each session, as well as 
leading authorities from the United States and 
Canada. 


Mark the dates, May 3, 4, 5, on your hospital 
calendar. 
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Health Examinations for Hospital Employees 


LUCIUS R. WILSON, M.D. 


no shoes applies very well indeed to health 

examinations for hospital employees. Very 
few hospitals have a carefully worked out and 
organized department for the health of their em- 
ployees. This is most peculiar when we consider 
that hospitals strive to be the one agency of each 
community to which the population can turn for 
aid in their health problems. Criticism can be, 
and justly should be, directed to hospitals for 
their laxity in caring for the health of their own 
personnel while attempting to dispense health 
services to every other citizen in the community. 


Tx. old adage that the cobblers’ children have 


Office Hours for Employees’ Physician 


Some hospitals make no attempt to have a 
health program for their employees and depend 
entirely on the ability of the employee to find a 
staff member with patience enough and time 
enough to listen to the employee’s complaints and 
prescribe something to alleviate the described 
symptoms. Such a health program is practically 
useless. Other hospitals depend on the resident 
staff and the out-patient department to care for 
the employees. This results in somewhat better 
care but is time consuming as the employees must 
await the convenience of the resident physician or 
await their turn in the out-patient department. 
This method has the distinct disadvantage of not 
keeping a complete record of the illness and ex- 
amination of each employee. 


The best method, but unfortunately the one less 
frequently adopted, is to have one physician as- 
signed this duty and provided with an office in the 
hospital in which he can see employees at a def- 
inite hour each day. This hour should be early in 
the morning, preferably between eight and nine 
o’clock, so that night employees going off duty 
can be seen without waiting too long and day em- 
ployees can be seen as they report for duty or 
shortly thereafter. If an emergency arises he, of 
course, is expected to be available at any time. 


Employees should not be seen by the physician 
unless they have reported their illness to the de- 
partment head under whom they work. This is 
important to prevent abuse of the privilege. Any 
employee complaining of illness or an injury 
should be referred promptly to the physician by 
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the department head. If his illness or injury is 
of a minor nature the physician should give it 
proper attention during the office call. If the con- 
dition is serious the employee should be sent into 
the hospital for care. 


Usually a young but capable member of the 
staff is selected for the position of health physi- 
cian and all other members of the staff are sup- 
posed to give consultations when they are needed. 
The health physician for the employees should re- 
ceive some compensation for this service. Being 
on the payroll causes the physician to be more 
satisfied with his position, obligates him to give 
proper attention to his duties, and permits the ad- 
ministrator to see that he is punctual and careful 
about his work. 


The New Employee 


A prospective new employee, before assuming 
his duties, should be referred to the health office 
for a complete physical examination. This exam- 
ination should consist of a history of past ill- 
nesses, a complete examination, a urine analysis, 
a Wassermann test, and x-ray when indicated. The 
health physician should promptly report any de- 
fect in the prospective employee to the depart- 
ment head and make recommendations as to the 
advisability of employing the applicant. While 
voluntary hospitals usually do not come under the 
compensation laws of the various states, it is well 
to reject an applicant whose defect is such that he 
would have a claim under the compensation laws 
if employed by industry. 


Physical examinations should be repeated each 
year. If this is done, minor conditions which in 
time might prove serious can be checked. This will 
protect the employee and spare the hospital the 
expense of hospitalization at a later date. 


Meeting the Expense of the Health Program 


In order to meet the expense of the health pro- 
gram some hospitals require the employees to pay 


29 








a small fee to cover the cost of laboratory work 
and x-rays. If possible, though, it is better to 
omit this charge as the fees collected most likely 
amount to a very small sum and do not offset the 
dissatisfaction created among employees. 


The custom of giving employees hospital care 
varies, but almost all hospitals have some arrange- 
ment whereby a reasonable amount, usually two 
weeks, of hospital care is given employees free of 
charge. The type of accommodation depends on 
the position held by the employee. Department 
heads are usually given private room care; em- 
ployees doing menial work are given ward care, 
while other employees are given semi-private ac- 
commodations. Some hospitals have adopted the 
group hospitalization plan to provide hospital care 
for their employees and deduct the monthly fee of 
seventy-five cents or one dollar from each month’s 
check. In this manner the hospital is spared the 
expense of giving hospital care, yet providing such 
care for its employees when needed. 


Checking Employees Who Handle Food 


The health of employees who handle food 
should be checked every six months. Wasser- 
manns should be done regularly, x-rays of the 
chest to rule out tuberculosis should be made at 
least once a year, stool examinations should be 
made every six months to exclude the presence 
of parasites, ova, and bacillus typhosis. The laws 
of many states are very definite regarding health 
examinations of food handlers and even though 
hospitals may be exempt from these regulations, 
they should comply with them as a public health 
measure. 


To insure careful attention to the health pro- 
gram of hospital employees, a detailed record 
should be kept on each individual, starting with 
his physical examination at the time of employ- 
ment, the yearly check-ups and notations of any 
illness of minor or major importance. A file of all 
employees’ health records should be kept in the 
physician’s office. Upon leaving the service of the 


hospital the record should be filed permanently 
for future reference. 


Protecting the Health of the Nurses 


The alarming incidence of serious illness among 
the nursing staff of hospitals has caused directors 
of nursing to become health conscious and care- 
fully study the problem with the result that a 
definite health program has been adopted for the 
nurses in a large number of hospitals. The result 
has been a decrease in illness, fewer days off duty, 
less expense for hospital care, and an early diag- 
nosis of serious illness permitting a more favor- 
able prognosis. 


All hospitals would do well to follow the lead of 
the schools of nursing and give the same attention 
to all of their employees as is usually given the 
nursing group. The expense of a good health 
program would not be large and most likely would 
be offset by the savings resulting from decreased 
sick leaves and the lessened amount of hospital 
care given employees. 


Security for Hospital Employees 


In addition to the health program just outlined 
the time is near at hand for hospitals to give seri- 
ous thought to old age pensions, sick and acci- 
dent benefits, and even group life insurance. Such 
measures of aid to hospital employees are most 
desirable as they are generally paid such a mod- 
est salary that it is almost impossible for them 
to carry such protection. Any hospital entering 
into such an arrangement most likely would do so 
on a fifty-fifty basis with the employee carrying 
half the cost and the hospital contributing the 
other half. 


A program embodying all of the features just 
discussed should have a most salutary effect on 


the morale of hospital employees and tend to: 


create a spirit of loyal interest in their postions 
and decrease the evils of rapid turn over of cer- 
tain groups of employees. 
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An Invitation to the St. Louis Convention of the 
American Medical Association 


The American Medical Association will hold its annual convention in St. Louis May 


15-19, 1939. 


The American Medical Association extends a very cordial invitation to hospital admin- 
istrators and members of hospital staffs to attend the St. Louis convention. From many 
standards it will be of large interest to the hospital field and this invitation so cordially 
extended should be accepted by our hospital people wherever located. 


Those expecting to attend should make their hotel reservations at the earliest possible 


moment. 
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Subsidiary Workers in the General Hospital 


MARGARET PINKERTON, R.N. 


of some type of subsidiary worker. We have 

become increasingly convinced that the use of 
this type of person is justified if his or her duties 
are definitely limited and adequate supervision of 
this worker is provided. In order to safeguard 
the hospital patient properly, the doctor, and the 
patient in the home, several points deserve con- 
sideration. 


Prosisome tse all general hospitals make use 


Minimum Educational Level for Applicants 


In recent articles on subsidiary workers we find 
that in certain localities only high school grad- 
uates are employed; in one locality administra- 
tors have joined together in giving a “standard- 
ized training course for ward aids.” This latter 
group has decided “to assemble a higher grade, 
relatively homogeneous group of young women” 
for this project. The question is, if we limit our 
applicants to high school graduates, will not the 
salary offered have to be commensurate with ad- 
mission requirements ? i 


What Type of Duties Should Be Assigned to the 
Subsidiary Worker? 


The Manual of the Essentials of Good Hospital 
Nursing Service specifies “Treatments of any kind 
should never be administered by nurses’ assist- 
ants.” Louise Kenninger, in the American Jour- 
nal of Nursing, October, 1936, has listed duties 
she considered safe to delegate to ward helpers. 
These include: 


1 Help serve trays, feed helpless patients 

2 Pass nourishments to patients (under the 

direction of a nurse) 

Prepare supplies for sterilization 

Clean and set up unsterile trays 

Care for bedside tables 

Pass bedpans 

Assemble charts for new patients 

Assist patients with tub bath 

Make empty beds, convalescent and ether 

beds 

10 Care for convalescent children 

11 Care for patients’ flowers 

12 Pass wash basins 

13 Accompany patients not acutely ill to 
x-ray, treatment rooms, etc. 
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Printed instructions should be given to each 
worker before going on the ward. 


If the ward helper should not be allowed to give 
enemas, for instance, what criteria shall we use 
to determine how much nursing service an order- 
ly should: give? Cleveland City Hospital found 
“the determination of definite duties for this 
group their most difficult problem.” 


Let us refer to a few paragraphs from the 
American Journal of Nursing, January, 1937. The 
article is entitled: “How Much Nursing Service 
Should an Orderly Give?” by Hilda Torrop, R.N.: 


“Some of the duties performed by these un- 
trained, sometimes illiterate men are identical 
with those procedures upon which our Nursing 
Arts instructors spend hours in the class rooms, 
and in the interpretation of which we call upon 
bacteriology, physics, and psychology in order 
that students may gain a proper appreciation of 
the principles involved. In approximately 50 per 
cent of the institutions questioned, orderlies give 
the first post-operative enemas and the first rectal 
treatments following hemorrhoidectomies. They 
also, in the same ratio, give colonic irrigations to 
both convalescent and acutely ill patients. Baths, 
however, to both the convalescent and acutely ill 
group are placed in the category of more difficult 
procedures and the percentage drops sharply, only 
29 per cent allowing orderlies to bathe the con- 
valescent male, and 12 per cent the acutely ill. 
Through what devious steps has the convalescent 
bath graduated to a thing of more importance 
than the colonic irrigation?” 


This broad interpretation of orderly service va- 
ries in different parts of the country. The ques- 
tions are: 


1 What are these workers to be prepared to 
do? 

2 What do they need to know to do it? 

3 Who is to give the preparation instruc- 


tions? 
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We must determine also what percentage of the 
total nursing load we should plan for these work- 
ers to carry. In the study, “The Use of the Grad- 
uate Nurse for Bedside' Nursing in the Hospital,” 
the suggestions for subsidiary workers are as fol- 
lows: 


On a women’s ward of 36 patients: 
(Day) Ward helpers—2 
(Night) Ward helper—1 

On a men’s ward of 36 patients: 
(Day) Ward helper—1 

Orderlies—2 
(Night) Orderlies on ward at 
all times—114 


How Much Training Should Subsidiary Workers 
Receive? 


The course for ward aids in Cleveland is 
planned for thirty-one hours’ formal class work 
and 144 hours’ ward practice. No certificate is 
given at the end of the course, only a slight in- 
crease in pay and permanent employment. One 
instructor is in charge of the educational program. 
They have found it “necessary to explain and em- 
phasize again and again that they are not training 
practical nurses, or a new pseudo-professional 
person who will be equipped to assist sick in 
homes.” 


We have found the greatest problem is teaching 
this group hospital etiquette. They are inclined 
to talk to patients about ward matters they have 
no business discussing. 


The American Hospital Association and Na- 
tional League of Nursing Education recommend 
in their manual, Essentials of Good Hospital 
Nursing Service, that “one person have the final 
responsibility for the activities of subsidiary 
workers.” A graduate male nurse can well be 
used for general supervision of orderlies, and a 
woman nurse can act as instructor and mentor 
to all ward helpers. 


Dr. Wilson, of John Sealy Hospital, Galveston, 
Texas, outlines his handling of orderlies as fol- 
lows: 


“A graduate male nurse acts as head orderly 
and employs and trains male workers. A list of 
duties, general instructions, and a series of dem- 
onstrations for their particular assignment are 
given over a period of days. Each orderly is pro- 
vided with a book of instructions from which he 
may review after initial instruction. The head 
orderly carefully follows them on the ward and 
attempts to perfect their services. The head nurse 
reports to the head orderly any deficiency, and if 
their services do not show promise of value after 
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a trial period, they are relieved of their duties. 
In addition to training and supervising the male 
workers, the head orderly attends to matters of 
discipline, issues uniforms, and attends to check- 
ing of uniforms in and out of the laundry. He is 
responsible to the staff of the School of Nursing 
(from which he receives fullest cooperation). The 
greatest difficulty encountered with male subsid- 
iary workers is their tendency to be floaters.” 


Is an Educational Program for Subsidiary 
Workers Making Potential Practical Nurses? 


Sister Berenice Beck, in the American Journal 
of Nursing, July, 1936, says, “When the subsid- 
iary worker leaves the hospital she may blossom 
out into the ‘nurse’ who does nearly everything 
the graduate nurse does. Sometimes she demands 
the same remuneration for her services and ob- 
tains it from an uninformed and unsuspecting 
public.” 


The doctor can do much to help us enlighten 
the community. Frequently at Barnes, insurance 
agents, credit men, etc., come in to ask about some 
“nurse” who turns out to be an attendant. We 
have had to go so far as to dismiss girls for mis- 
representing their status. 


Should We Require Subsidiary Workers to Be 
Licensed and Have a Standard Title? 


The committee appointed January, 1937, to 
study the need for subsidiary workers in nursing 
suggests “nursing attendant” as the title for this 
type of worker. Cleveland City Hospital has 
adopted the term “ward aid.” Other places call 
these workers “ward helpers.” This committee 
recommends that “all persons, men or women, 
who nurse for hire be licensed by the State Board 
of Nurse Examiners, and that established stand- 
ards for the worker be set.” 


New York State, to date, is the only state which 
makes it necessary for all who nurse for hire to 
be licensed. This bill became an Act on April 6, 
1938, when it was signed by the governor. 


What Is an Adequate Salary for This Group of 
Employees? 


The University of Colorado, at Denver, pays a 
minimum salary of $40 a month and board and 
laundry. A wage scale provides for salary in- 
crease, depending upon the length of service. At 
Barnes we pay orderlies a slightly larger salary 
than we pay the attendants. 


The subsidiary group is an important one in 
the scheme of almost every general hospital. It 
will be beneficial to all if we can share our mutual 
problems and solutions of these problems. 
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Problems of the Small Hospital in the South 


GRAHAM L. DAVIS 


focused attention rather sharply on the prob- 

lems of the small hospital in rural areas, par- 
ticularly the rural South. The next Congress will 
be asked to appropriate funds with which to con- 
struct and operate 500 additional hospitals in 
rural areas. Dr. V. M. Hoge of the United States 
Public Health Service, in his study, deals largely 
with the inadequacy of hospital facilities in rural 
areas. It is timely to discuss what the Federal 
Government is going to find wrong with existing 
hospitals as well, as it digs deeper into the prob- 
lem. 


Tix RECENT National Health Conference 


From my detached viewpoint as a student of 
hospital conditions in the Carolinas in particular 
and the South in general I am going to discuss a 
few of the things I find wrong with our small hos- 
pitals. The role of the critic is not very pleasant. 
It is much nicer for us to pat each other on the 
back and say how good we are. It is not so pleas- 
ant to talk about our shortcomings. 


In all fairness to the small hospital I am going 
to admit that medicine has made greater progress 
during the past sixty or seventy years than during 
the preceding five thousand years. The conse- 
quence is that a baby born forty years ago in any 
of our hospitals in the South had a life expect- 
ancy of about forty years; the average baby born 
today will live at least sixty years; something like 
five or six months added to the life span every 
year for forty years. Future historians will re- 
cord this as among the greatest if not the greatest 
achievement of the Machine Age. Pasteur, Koch, 
and Lister will rank at the top as benefactors of 
mankind. 


The Debit Side of the Ledger 


Now let us take a look at the debit side of the 
ledger. Any separation of professional problems 
from the administrative is difficult because they 
are so interrelated, but I shall attempt to make the 
separation in a general way. First let us take a 
look at our small hospitals to see how they rank 
from the standpoint of quality of professional 
service. 


With sixty-eight general hospitals operated by 
the Federal Government excluded from the cal- 
culation, the American Medical Association reg- 
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istered 1,067 hospitals for acute diseases and con- 
ditions in the thirteen states commonly called the 
South, practically all of which are general hospi- 
tals. Perhaps 25 or 30 are special hospitals, such 
as eye, ear, and throat hospitals and hospitals for 
women and children. 


Sad to relate, the American Medical Associa- 
tion records the fact that there are 119 hospitals 
in these 13 states, practically all of which are 
general hospitals averaging about 30 beds, to 
which it refuses registration “because of alleged 
unethical or questionable practices.” It is not a 
very nice commentary on the small hospitals of the 
South when 14 per cent of their number is re- 
fused registration for the reasons stated. 


Virginia has only one hospital which has been 
refused registration, Georgia and Mississippi 
have two each, Alabama, Louisiana, and South 
Carolina have three each. At the other extreme 
is Texas with 28 hospitals refused registration, 
and Oklahoma, which has the highest ratio, with 
21 hospitals refused registration. That is a prob- 
lem that state hospital associations should solve. 
A licensing system, perhaps by the state board of 
health, probably will be its eventual solution. 


A division of the 1,067 registered hospitals at 
the 50-bed level shows that 735, or 69 per cent 
(seven of every ten), have less than 50 beds. In 
the other 35 states approximately one-half of the 
hospitals have 50 beds or less. So you see we have 
more than our share of small hospitals. Another 
evidence of this is the average size of all our gen- 
eral hospitals in the South, 58 beds as compared 
with 98 in the other 35 states, a difference of 40 
beds. 


For guidance as to the quality of professional 
service rendered by our small hospitals, we nat- 
urally turn to the approval list of the College of 
Surgeons. Only 92 of the 735 registered hospitals 
with 50 beds or less are on the approved list. That 
means for every approved hospital, seven are not 
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approved. If you include the 119 hospitals re- 
fused registration by the American Medical Asso- 
ciation, eight of every nine hospitals do not come 
up to the minimum standard. 


Influences Which Raise the Standards of 
Small Hospitals 


Naturally I was pleased to find North Carolina 
at the top of the list with 21, or 30 per cent, of 
its 71 hospitals with 50 beds or less on the ap- 
proved list. I like to think that the influence of 
the Duke Endowment has had something to do 
with this. I get some confirmation for this belief 
from the fact that South Carolina, another state 
where the Duke Endowment assists hospitals, 
ranks next to North Carolina with 21 per cent of 
its small hospitals approved. Mississippi, with 
every fifth small hospital on the approved list, 
comes next and that can be attributed largely to 
the activities of the Mississippi Hospital Associa- 
tion and its standardization committee. Other 
hospital associations in the South might well fol- 
low the lead of Mississippi. My guess is that 
North Carolina, South Carolina and Mississippi 
will have 15 or 20 additional small hospitals on 
the next approved list that comes out in October. 


You all know the reasons why many of our 
small hospitals do not come up to the minimum 
standard of the College of Surgeons, but there is 
one important factor involved that I have not 
heard discussed. The College approves about 95 
per cent of the hospitals in the nation with 100 or 
more beds, as compared with about 10 per cent of 
the hospitals with 50 beds or less. It is obvious 
that size has a lot to do with the ability of the 
hospital to get on the approved list. What can we 
do to increase size? 


In that connection let us take a look at the State 
of North Carolina, which is more or less typical 
of the South and with which I am most familiar. 
We have 120 general and special hospitals for 
acute diseases and conditions in 55 different coun- 
ties, or an average of over two hospitals per coun- 
ty. With 27 counties that have only one hospital 
each eliminated, that leaves 28 counties with 93 
hospitals, or an average of over three hospitals 
per county. To give you an extreme example, 
one town with 6,500 inhabitants in a sparsely set- 
tled mountain county with a population of 25,000 
and good hospitals in every adjoining county, has 
three proprietary hospitals with 25, 25, and 14 
beds respectively. These three hospitals, with a 
total of 64 beds, averaged 31 patients per day last 
year, or a bed occupancy of less than 50 per cent. 
Do you think that community is going on indefi- 
nitely supporting the multiple overhead costs of 
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operating three inferior hospitals when it might 
have one comparatively good hospital rendering a 
much higher quality of medical care? I do not. 


Hospitals as Medical Centers 


For the sake of argument, I am going to ad- 
vance the theory that no county with a popula- 
tion of less than 100,000 should have more than 
one hospital. I realize that is a revolutionary 
proposal, but I think many of us will live to see 
that day. This hospital should be a community 
health center, such as the Committee on the Costs 
of Medical Care visualized in its Recommendation 
No. 1 and “most fundamental specific proposal,” 
“that medical service, both preventive and 
therapeutic, should be furnished largely by organ- 
ized groups of physicians, dentists, nurses, 
pharmacists, and other associated personnel. 
Such groups should be organized, preferably 
around a hospital, for rendering complete home, 
office, and hospital care.” The Committee went 
further and suggested that even the health de- 
partment should be a part of this medical cen- 
ter, particularly in rural areas. The line between 
preventive and curative medicine gets thinner 
every day. Eventually it will disappear entirely. 


Four of the 100 counties in North Carolina 
have more than 100,000 population and these 
counties should have two hospitals each, instead 
of five or six each as they have now. That would 
means 59 hospitals for the 55 counties with hos- 
pitals instead of 120 they have now. Perhaps 15 
of these hospitals would have 50 beds or less, in- 
stead of the 71 such hospitals now. When that 
time comes practically every hospital in the state 
would be on the approved list. 


Economic and Administrative Problems of the 
Small Hospitals 


The Journal of the American Medical Associa- 
tion for September 17 has an interesting article 
entitled “Where Are Hospitals Most Needed?” 
Ten of the 13 states in the South rank at the bot- 
tom of the list in beds per thousand population, 
with from 1.4 beds in Mississippi to 2.1 in Texas. 
At the other extreme is the District of Columbia 
with 8.6 beds, but I believe the national average 
is 3.2. In other words, Mississippi needs almost 
two and one-half times as many beds as it has 
now to come up to the national average, but a 
better index, it seems to me, of the adequacy of 
hospital facilities is the ratio of the population 
hospitalized during a given period of time. In the 
13 states of the South last year every twenty- 
second person was hospitalized, as compared 
with every fourteenth person in the other 35 
states. In other words, our hospitals cared for 
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approximately 1,630,000 patients last year. We 
would need to hospitalize over 2,500,000, or 870,- 
000 more than we did, to come up to the other 
states. To do this we would need 30,000 addi- 
tional beds. 


What is the reason we do not give our people 
the hospital care they need according to modern 
standards? There are a number of reasons of 
course, but the most important is economic. When 
you get into our larger centers of population, 
where wealth is concentrated, you find a com- 
paratively high ratio of beds to population, but 
in the rural areas, where small hospitals abound, 
there is a different story. It is a fact, from which 
we cannot escape, that the income per capita in 
the South is about one-half the national average. 
That there is some relation between the income 
per capita and ratio of persons hospitalized is 
evidenced by the fact that the two states in the 
nation with the lowest income per capita, Arkan- 
sas and Mississippi, have the lowest ratio of pa- 
tients hospitalized. In Arkansas last year every 
thirty-eighth person was hospitalized and in Mis- 
sissippi every thirty-first as compared with every 
fifteenth person in the nation. 


To solve that problem, around which most of 
the other problems of the small hospital revolve, 
it seems to me we must introduce some form of 
group payment plan for hospital care, either on 
a voluntary basis or by legal compulsion. I per- 
sonally do not think that legal compulsion is the 
best way to do it, but that is coming unless the 
voluntary hospitals develop such leadership as to 
put across the idea on a voluntary basis. 


Medical Service and Hospital Care as a Necessity 


Because of the rapid progress medicine has 
made during the past sixty or seventy years, 
medical service, which includes hospital care, has 
come to rank with food, clothing, and shelter as 
a necessity of life. Just as in the case of food, 
clothing, and shelter, when a person able to pay 
for hospital care needs it he gets it. Some evi- 
dence of the fact that the person unable to pay 
does not always get it when he needs it is found 
in the ratio of hospital beds to population by race. 
In the Carolinas, which are more or less typical 
of the South, the white people‘ have more than 
two beds per thousand population, as compared 
with one bed per thousand for Negroes, but 80 
per cent of the patients occupying. Negro beds 
were charity, as compared with about one-third 
of the white patients. In the South every fourth 
person is a Negro. 


Based on my experience during the past four- 
teen years in the Carolinas I would say that ap- 
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proximately 70 per cent of the population of the 
South is not able to pay, under present condi- 
tions, the full cost of the hospital care they need 
according to modern standards, as contrasted 
with what they get. 


An interesting commentary on our present 
methods of caring for the sick poor in hospitals, 
from my standpoint as a taxpayer and citizen, is 
found in the fact that in the 122 general hospitals 
aided by The Duke Endowment in the Carolinas 
last year, that cared for 90 per cent of all the 
patients in all general hospitals in those two 
states, the average stay of the full pay patient was 
7.2 days. The free patient stayed 13.2 days, six 
days longer at the expense of a taxpayer, as a 
voluntary contributor to the charity funds of the 
hospital, or as an involuntary contributor as a full 
pay patient who paid considerably more than cost. 
Assuming that it would be possible to shorten the 
average stay of the free patient to that of the full 
pay patient, that means a wastage of charity 
funds of the hospitals in the Carolinas alone of 
close to $1,000,000 a year. 


In a recent discussion before the Greenville 
County Medical Society, Greenville, South Caro- 
lina, I analyzed their local situation and pointed 
out the hospitals in that county collected an aver- 
age of 65 cents per day from the part-pay and 
free patients, that to give the county the hospital 
care the patients needed an additional 75 part-pay 
and free patients should be hospitalized, which 
would mean 75,000 days of care each year for this 
group at a cost of $3.00 a day, or $225,000. At 
65 cents per day they could expect to collect only 
$50,000 of this amount, leaving a deficit of $175,- 
000 to be made up from tax funds and by private 
philanthropy, but with the introduction of a group 
payment plan that would enroll most of this large 
segment of the population that does not now pay 
full cost, the collection per patient per day could 
be increased from 65 cents a day to around $2.50. 
This would reduce the contribution from public 
funds and private philanthropy to the point where 
it belongs. 


Plan for Providing Hospital Care 


I suggested a plan by which the person without 
dependents would pay 10 cents a week and the 
person with dependents 20 cents. When Dr. Man- 
ning and I studied group payment plans in Great 
Britain three summers ago we found that for em- 
ployed groups payroll deduction was almost uni- 
versal and that a larger proportion of the popula- 
tion in rural areas around Rugby and Oxford, for 
example, were enrolled than in urban centers. 
The reason for this is that the force of public 
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opinion is stronger where everybody knows every- 
body else. A person in the community with an in- 
come who asks for charity at the hospital is con- 
sidered more or less of a social outcast. He is 
shirking a fundamental responsibility to society 
when this simple and inexpensive method of pay- 
ing his hospital bill is available to him. 


When these plans were started in Great Britain, 
beginning about fifteen years ago, the hospitals 
cooperated effectively by tightening up on ward 
admissions. If a person came in and asked for 
charity and it developed that he had an income, 
he would be asked to pay in advance. If he hap- 
pened to be an emergency he would be taken in 
this time, but he paid his hospital bill at so much a 
week from that time on. 


My proposed plan, which was unanimously en- 
dorsed by the Greenville County Medical Society, 
would be a simple agreement with the member 
that when he or his dependents needed hospital 
care the fund would pay $3.00 a day on his bill, 
either to him when he presented proper evidence 
that hospital care had been received on a physi- 
cian’s orders or to the hospital direct. There 
would be no formal agreement between the fund 
and the hospital. The patient could go anywhere 
he pleased. That would be approximately the cost 
of caring for a ward patient in the average hos- 
pital in the South, exclusive of depreciation on the 
building that does not get into the ordinary re- 
placement and repair cost and interest on invest- 
ment. 


Contributory Funds in Great Britain 


In Great Britain the most prominent public- 





spirited citizens sponsor these group payment 
plans, which they call contributory funds. King 
George VI heads the Hospital Saving Association 
in London that has some 3,000,000 members. 
Lord Derby, ranking nobleman in the Liverpool 
area, heads the Merseyside Hospitals Council that 
sponsors the “Penny-in-the-Pound” fund with 85 
per cent of the eligible population enrolled. The 
Birmingham plan, with over 1,000,000 mem- 
bers enrolled, has Sir Bertram J. Ford as its ac- 
tive head. He is editor and publisher of the 
Birmingham News, one of Great Britain’s most 
influential newspapers. It has the largest circu- 
lation of any paper outside of London. This gives 
us some idea of the caliber of persons who might 
sponsor this community welfare project in the 
South. 


With the introduction of such plans in Great 
Britain the charity load of hospitals was fre- 
quently reduced from 50 per cent or more to 10 or 
15 per cent. Instead of collecting practically noth- 
ing from the low wage earner, collections from 
this class of patients was boosted to a substantial 
part of the cost. The consequence was the volun- 
tary hospitals increased their income from pa- 
tients some $12,000,000 in ten years during the 
depths of the depression. 


The aspect that appeals to me most about this 
proposed plan is that it improves the morale of the 
low wage earner by making it possible for him to 
pay his hospital bill. He is not pauperized by 
being forced to ask for charity, he gets hospital 
care promptly when he needs it, and his self re- 
spect is preserved. Many of the problems of our 
small hospitals would disappear if we had such 
plans in operation in the South. 


Where Our Babies Are Born 


“The hospital is replacing the home as the place 
of birth of American children: In 1936 about 
880,000 babies in the United States, or more than 
forty per cent of the total born alive, and forty- 
four per cent of the white babies, were delivered 
in hospitals. Births in hospitals are becoming so 
frequent that future historians wishing to verify 
the place of birth of noted Americans will find 
maternity hospital records a valuable source of 
information. Local patriots may no longer be able 
to point with pride to the simple dwelling in 
which their famous citizen was born. 


“Whether urban or rural areas are considered, 
there are wide differences in the proportion of 
hospital deliveries among the various states. In 
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urban areas the highest proportion of births in 
hospitals is recorded for a group of Mountain and 
Pacific Coast states. In Nevada the percentage 
is 93, in both Montana and Oregon it is 91, in 
Idaho 89, and in Washington 88. At the bottom 
of the list are West Virginia, with forty-six per 
cent of the urban births hospitalized; Kentucky 
with forty-five, New Mexico with forty-two, and 
New Hampshire with thirty-five. These four 
states are the only ones which show less than one- 
half the white births in urban areas delivered in 
hospitals. In general, the states recording the 
highest percentage of hospitalized births in urban 
areas show a similar experience in rural areas.” 

Rocky Mountain Medical Journal 
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The Social Service Department in a 


Tuberculosis Sanatorium 


ERNEST S. MARIETTE, M.D., F.A.C.P., MARGUERETE A. RIDLER and MARJORIE J. BISHOP 


service department in a tuberculosis sana- 

torium, one should remember that sanatoria 
vary in size, location, and character. Some are 
small and are located in sparsely settled areas 
where it is possible for a sanatorium physician 
to know personally many of the patients in 
the institution he serves; other sanatoria are 
large, located in large centers of population 
where any personal knowledge of the patient 
is impossible or a matter of pure chance. Glen 
Lake Sanatorium is one of the latter. It is 
the tuberculosis hospital for Hennepin County 
which has a population of about 542,000 of which 
approximately 492,000 live in Minneapolis and 
the remainder in rural Hennepin County, with its 
towns, villages, and farms. The Sanatorium itself 
is located about twelve miles west of Minneapolis 
and can accommodate 700 patients of whom 640 
are adults and 60 are children. In addition the 
Sanatorium operates a summer camp for 54 chil- 
dren. For the past seven years, on an average of 
542 patients have been admitted to the Sana- 
torium each year, including 72 children in the 
summer camp. 


|: CONSIDERING the duties of the social 


Medical social service work in this country be- 
gan in 1905 when Dr. Richard C. Cabot,’ working 
in the dispensary of the Massachusetts General 
Hospital, wanted to know more about the social 
conditions of patients he saw in the dispensary in 
order that he might more intelligently diagnose 
and treat them. To supply him with this informa- 
tion the Massachusetts General Hospital appoint- 
ed a full-time social worker. 


If that additional information is necessary for 
the average dispensary case, how much more im- 
portant is it for the patient with tuberculosis, the 
treatment of which is usually long drawn out 
and complex. Trudeau in his autobiography 
graphically portrays the mental anguish and con- 
fusion which follows when one is told that he has 
tuberculosis. No one who has not passed through 
such an experience can possibly understand the 
tremendous adjustment which is necessary under 
such circumstances. 


Fortunately for the patient, modern medical 
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science has much more to offer in the way of 
treatment than it did fifty years ago; therefore, 
the diagnosis of tuberculosis does not carry with 
it the same death warrant that it once did. For 
instance, Hilleboe* from a review of the literature 
from 1885 to 1937 concludes that a person with 
minimal tuberculosis has his risk of dying in- 
creased approximately four times over that of per- 
sons in the general population from which these 
patients were drawn; the moderately advanced, 
16 times; and the far-advanced, 40 times. How- 
ever, at the present time in Minnesota the mini- 
mal case’s risk of dying has increased only 1.8 
times over that of the person of the general popu- 
lation of similar age, the moderately advanced 
cases 4.6 times and the far-advanced cases 8.7 
times. As approximately 90 per cent of our cases 
are moderately and far-advanced, the difference 
between 16 times and 4.6 times for the moderately 
advanced and 40 times and 8.7 times for the far- 
advanced is large enough to represent a distinct 
improvement and to give the tuberculosis individ- 
ual a marked degree of hope. 


This change in the results of treatment is large- 
ly due to the sanatorium and the methods in use 
there. This in itself emphasizes the need for so- 
cial workers. When the family physician cared 
for the patient he could draw on not only his medi- 
cal skill but also the knowledge of the patient 
gained as a friend and neighbor, as one who had 
shared in his pleasures and sorrows and one who 
had touched his life in many ways. Because of 
this broader knowledge the family physician was 
able to help the patient make the adjustment so 
necessary in his fight against tuberculosis. 


When a patient is sent to a large sana- 
torium all of this is changed. The physician and 
the patient are strangers and while the social 
needs of the sick person may appear obvious the 
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further they are analyzed the more complex they 
become. A trained social worker by interpreting 
these factors to the physician renders valuable 
aid to him in the care of the patient. 


Admission of the Patient 


Except in case of emergency, the social service 
department investigates the residence and finan- 
cial status of all applicants prior to their admis- 
sion to a public sanatorium. This can best be done 
by sending an investigator into the home of the 
applicant. In many instances there is no question 
as to the residence of the applicant or his ability 
to pay but at times it may be necessary to obtain 
affidavits from the patient, his landlord, his neigh- 
bors, his employer as well as to verify through the 
local post office the addresses given by the appli- 
cant. If after that, there is still a question as to 
legal residence, the information obtained by the 
investigator is presented to the County Attorney. 
If the applicant is found to be a resident of an- 
other county he is referred to that county for 
care. This county may desire to have the appli- 
cant admitted to the Sanatorium in accordance 
with the Sanatorium Law. If so, then the resident 
county or some agency or individual must pay for 
his care. Residents of other states are not admit- 
ted except for emergency care or as public health 
menaces and arrangements are made for their 
transfer as soon as the condition of the patient 
will permit. Of course emergency cases are ad- 
mitted at once and the residential investigation 
made later. 


In the majority of applicants, the question of 
whether or not the individual can pay for his care 
and if so, how much he should pay, can be de- 
termined without difficulty. But because long time 
hospitalization brings with it so many problems 
which differ radically from those of the short time 
admission in the general hospital, no definite scale 
of income has been fixed below which free care is 
warranted. Therefore, in borderline cases the de- 
partment supplies the Commission with a com- 
plete financial report including home conditions, 
age of applicant, diagnosis, prognosis, number of 
dependents, probable length of hospitalization, 
and size of bank balance, if any, for its guidance 
in determining whether or not the individual 
should pay for his care and if so, how much. 


Thus the first social contact with the patient 
begins in the home before his admission to the 
Sanatorium. This gives the investigator time to 
determine the patient’s place of residence and his 
ability to pay as well as to answer the many other 
questions which may have been bothering the 
prospective patient and thus give him a favorable 
start in sanatorium life. 
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The patients are admitted through the social 
service department where a complete social his- 
tory is taken which includes the family back- 
ground, the health of the patient’s parents, his 
siblings, and if married, the health of the spouse 
and children. It also includes such questions of 
personal history as his work, education, religion, 
his attitude towards his illness, the state of his 
finances, whether relief should be secured for his 
family, type of house he lived in as well as re- 
ports from other agencies. The 112 social agencies 
in Minneapolis have a central clearing registry 
called the Social Service Index which is also affili- 
ated with a similar agency for the State of Min- 
nesota. Through this Index, all records of pre- 
vious social contacts by any agency are made 
available to the Sanatorium. 


Social Treatment of the Patients 


Sanatorium care always means a radical change 
in the patient’s life, he leaves his family, his home, 
and the activities of the work-a-day world for a 
complete rest. This means a readjustment in. 
every single case with each one presenting its in- 
dividual problems. These are discussed at weekly 
staff conferences where recommendations are 
made as to the best method of aiding the patient 
to solve them. For instance, if the applicant is a 
wage earner, it may be necessary for the social 
worker to arrange for an agency to support the 
family during his illness, or if the mother of the 
family is the ill one, a housekeeper may have to 
be found or the children referred to some agency 
for boarding care. Because of her training and 
the knowledge of the patient’s background, the 
social worker can frequently dispel the fear of 
hospital life or clear up worries over financial 
matters, or home difficulties, and thus do a great 
deal to help the patient make the adjustments 
which are necessary if a satisfactory hospitaliza- 
tion period is to be achieved. 


Relief for In-Patients 


The question of relief for the patient in the 
Sanatorium may also be a perplexing one. Many 
patients have no money for clothing and inci- 
dentals, such as haircuts, shaves, shampoos, etc., 
and the social service department, with its social 
history and study of the patient, is in a position 
to help solve these difficulties. The relief needed 
may be furnished directly by the Sanatorium or 
through volunteer agencies. Some may think that 
volunteer agencies and workers cause trouble but 
if they work through the social service depart- 
ment the possibility of trouble is greatly mini- 
mized. We have certain organizations and 
individuals who are cooperating excellently with 
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this department and are proving so invaluable 
that we hope we never have to get along without 
them. 


The social service department also assists in 
special clinics such as the eye clinic, skin clinic, 
and the out-patient department chest clinic. 


A Planned Program for the In-Patient 


The activities of a sanatorium patient must be 
so planned that the mental as well as the physical 
side of his nature can be taken into consideration. 
This is an ideal department for heading up and 
correlating such activities as movies, picnics, spe- 
cial entertainments, card parties, etc., and a social 
worker should represent the sanatorium in all of 
these functions. 


If possible a planned program of occupational 
therapy and education or rehabilitation should be 
arranged for the patient. In Glen Lake Sana- 
torium this is worked out in cooperation with the 
education department which is a regular part of 
the adult education division of the Minneapolis 
Board of Education, the rehabilitation depart- 
ment which is a branch of the State Division of 
Rehabilitation, the occupational therapy depart- 
ment, the library, and the medical department. 
Shortly after admission the patient is studied by 
representatives from the groups named in order 
to determine what type of program should be de- 
veloped for him while he is hospitalized. As the 
patients are kept rather a long time, approximate- 
ly seventeen to eighteen months, ample opportun- 
ity is afforded for some type of a program. If the 
individual is of high school age, arrangements 
can be made so that he can continue his high 
school work in the Sanatorium. For the mother 
who is going back into the home, the emphasis 
may be on homemaking plus the proper diversified 
reading. For the young individual who has to sup- 
port himself, a commercial course is selected 
which may be started while the patient is in bed. 
Certainly it is just as rational for him to study 
shorthand in bed as to read magazines. Perhaps 
the economic condition of the patient is satisfac- 
tory and then a diversional, educational, stimu- 
lating program can be planned which will enable 
the individual to leave the Sanatorium better 
trained mentally and culturally than when he was 
admitted. 


Preparing the Patient for Discharge 
In planning the pre-discharge program, it is 
important that the physician give the social serv- 
ice department ample notification as to when the 


patient will be discharged. For those with ample 
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finances, no plan is necessary. For others a com- 
plete post-sanatorium plan must be worked out. 
Arrangements must be made.for a place to live 
and adequate methods of finance. If the individ- 
ual is learning a trade, plans for continuing his 
education should be worked out. These plans are 
prepared while the patient is still in the Sana- 
torium in cooperation with the director of re- 
habilitation. The out-patient department is no- 
tified of the plans so that when the patient 
leaves the Sanatorium, this department can pick 
up where the in-patient department left off and 
thus provide a continuous supervised plan for 
those who need it. 


It is obvious in a community such as Minne- 
apolis with its 112 social agencies that care must 
be exercised to avoid duplication and so a part of 
the social worker’s activities is to select the proper 
agency for post-sanatorium supervision. 


A Post-Sanatorium Program 


In discussing the work of the social service de- 
partment for the in-patient, we mentioned the ad- 
justment which was necessary when a diagnosis 
of tuberculosis was made and when the patient 
left the work-a-day world for the sheltered life 
of the Sanatorium. When the time for discharge 
comes the converse may be true, and the patient 
may be just as apprehensive about going back 
into the environment in which he broke down as 
he was about going to a sanatorium. In many 
instances he was self-supporting prior to his ill- 
ness. Often it is unwise or impossible for him to 
return to his former occupation and even when 
his former position has been held for him he will 
often need time to adjust to it and the work-a-day 
world. It may be difficult for any except a former 
patient or one who has had direct contact with 
discharged patients to see this problem through 
the patient’s eye. Therefore, when the discharge 
is contemplated the social worker must plan a con- 
valescent program which considers the emotional 
factors involved and which can be carried out as 
effectively and quickly as possible in order that 
the proper social adjustment may be easily made. 


Unfortunately, some people never completely 
recover and may remain indefinitely in a semi- 
invalid group. They do not need sanatorium care 
but they do need a sound post-sanatorium pro- 
gram which will fit their needs and still give them 
as full a life as their physical condition permits. 
Thus, after satisfactory convalescent care has 
been established in all of its phases, the next point 
for consideration is to know how and when to be- 
gin tapering it off. Considerable skill must be 
shown in this period of withdrawal so that the 
worker may be able to bring the patient to the 
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point where he can stand and walk alone. When 
this is not possible, he must be encouraged and 
assisted in such a way that he will lead as 
nearly a normal life as his physical condition will 
permit. 


Furthermore, proper convalescent care is of 
great value, not only to the patient but also to the 
community, because, if adequate, it should de- 
crease the possibility of relapse. The more 
quickly the individual can be assisted in resuming 
his normal place in the community, the less will 
be the total cost of his care to the community. 


Follow-Up 


Part of the post-sanatorium care program con- 
sists in securing a follow-up report at least once 
a year on all discharged patients. When the pa- 
tient is referred to the Sanatorium by a private 
physician or is under the care of a private physi- 
cian, the physician is contacted and his consen? 
secured before any further contact is made by the 
out-patient department social worker. Fortunate- 
ly over 90 per cent of the physicians thus contact- 
ed have given their consent to this follow-up. The 
first contact is made three nionths after discharge 
and then once a year, using the month the pa- 
tient was discharged as the month in which the 
follow-up report is secured. In this manner the 
possibility of “overlooking” or “missing” a pa- 
tient is reduced to a minimum. Also, medical 
reports are requested from the patient’s physician 
once a year. 


Because of the number of agencies in Minne- 
apolis, it has seemed advisable to carry on this 
plan through correspondence, thus avoiding du- 
plication and overlapping of home calls. However, 
there is the utmost cooperation between the agen- 
cies and a very free exchange of information. For 
instance, when the patient pays no attention to 
the questionnaire, the social worker secures in- 
formation from the Health Department nurse or 
the social worker from some other agency that 
may be active in the case. Also, when the worker 
for some other agency or one of the Health De- 
partment nurses asks for help in contacting a 
patient or when special problems arise, a home 
call may be made. In almost all cases when the so- 
cial agency learns that the patient has had sana- 
torium care the social service department is con- 
tacted before the agency attempts to work out 
a plan for the patient or his family. Such a free 
interchange of information between the medical 
social worker, the relief worker, and the physi- 
cian makes for a much clearer understanding of 
the patient’s real needs and does much towards 
making the benefit derived during the sanatorium 
stay permanent. 
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The purpose of follow-up is, first, to prevent 
relapses whenever possible by (a) having the pa- 
tient continue under medical supervision, and, 
(b) through aid in the adjustment of the social 
and economic problems of the patient. The sec- 
ond objective is to supervise the patients who 
have left the Sanatorium against advice, and the 
third, is to select statistical data for medical re- 
search. One small point in this is the use of plain 
envelopes with just the office address on them. In 
this way embarassment for the patient in the 
neighborhood may be avoided. 


The social worker also assists in the out-patient 
department clinics where she has an opportunity 
to interview the patient concerning his eligibility 
to attend the clinic and also to urge him to con- 
tinue his follow-up. Because of her knowledge of 
the patient gained either through personal con- 
tact or through consultation with workers from 
other agencies, she may know something of the 
patient’s plan and thus be able to help him with 
his problems. In doing this she tries to determine 
what factors are hindering the patient from ac- 
complishing his plan or what factors might help 
him in carrying it out. To do this effectively the 
social worker needs not only patience, and per- 
severance but also that intangible quality which 
will revive hope in the patient. 


Summary 


The hospital social worker’s chief contributions 
are: 


1 Obtaining information to enable an adequate 
understanding of the health problems of the pa- 
tient and transmitting these findings to the pa- 
tient’s physician. 


2 Interpreting the sanatorium routine as di- 
rected by the physician to the patient and his 
family as well as the other agencies which also 
may be interested in the patient and the family’s 
welfare. 


3 Assisting the patient in the utilization of 
available resources. 


4 Assisting in the control of the disease by 
aiding the patient in his post-sanatorium care. 


As time goes on the social worker is ever serv- 
ing as a better connecting link between the pa- 
tient, the doctor, and the various social agencies 
in the community, thus drawing them together 
and making a definite contribution to the recovery 
of the patient and thus to the social welfare of 
the community. 
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Blood Banking at Kings County Hospital 


E. GIDDINGS, M.D., and A. W. KRUGER, M.D. 


there appeared an excellent description' of the 

very successful Blood Bank at Cook County 
Hospital. It is our purpose to present, in the fol- 
lowing paragraphs, a description of a plan of 
organization and procedural technique which is 
somewhat different and which was originated 
here in compliance with our needs. 


I’ THE December, 1938, issue of HOSPITALS, 


It is the time element that is the significant 
factor, and while blood transfusion dates back 
some 200 years, the organized Blood Bank, on a 
large scale, is less than two years old. It is our 
purpose to describe the organizational details, 
facts, and statistics of a Blood Banking System, 
which has been in operation for a period of six 
months; and to cite our experience in handling 
the problems which presented themselves when 
we aitempted to adapt generally known systems 
to our own peculiar needs. 


In the form of explanatory remarks, permit us 
to say that Kings County Hospital is a general 
hospital, with a normal capacity of 2825 beds, 
located in the Borough of Brooklyn, which has an 
average daily census of approximately 3000 pa- 
tients and which is one of the largest of a group 
of 27, comprising the Department of Hospitals 
of the City of New York. It is a well known fact 
that the indigent sick of New York City are not 
ordinarily denied any therapeutic measure which 
has proven to be of value—despite the cost—and 
purchased blood for transfusion was not an ex- 
ception. In a hospital the size of Kings County, 
it is readily understandable that the resultant 
cost would be huge; and with our ever increasing, 
activity and anticipated expansion, based on 
previous experience, the cost of blood began to be 
a very serious problem. It was a situation which 
was rapidly approaching an impasse and a prac- 
tical solution continued to be elusive. 


The feasibility of preserving. whole human 
blood, over extended periods of time, had been 
described in 1918 by Robertson,* who during the 
World War demonstrated in practice that citrated 
human blood could be bottled and preserved for 
periods of as long as twenty-six days and still be 
successfully infused. In later years, research in 
Soviet Russia demonstrated the practicability of 
preserving and infusing cadaver blood. 


In the early part of 1937, our attention became 


March, 1939 


The Authors 


@ Dr. E. Giddings is Medical Superintend- 
ent and Dr. A. W. Kruger is Deputy Med- 
ical Superintendent of Kings County Hos- 
pital, New York City. 








focused on the activities of Dr. Bernard Fantus 
of Chicago, who had conceived and put into 
operation at Cook County Hospital, a unique sys- 
tem of collecting, preserving, and distributing 
citrated whole human blood donated by volun- 
teers. This procedure was governed and regu- 
lated by an accounting system somewhat similar 
to that used by banks in the handling of money. 
The success of the Cook County Hospital Blood 
Bank and its almost universal adaptability, as 
described in Dr. Fantus’ several articles,?:*}** be- 
came widely known and the plan adopted was 
copied by a number of institutions, each with 
modifications dictated by local conditions. The 
very name “Blood Bank”’ is so accurately descrip- 
tive that it has in no small measure contributed 
to the success of the system. 


After careful investigation on the part of Dr. 
Douglas Symmers, director of laboratories, and 
Dr. Edward Bernecker, general medical superin- 
tendent of the Department of Hospitals, Dr. S. S. 
Goldwater, Commissioner of Hospitals, gave his 
approval for the installation of similar banks in 
the principal hospitals under his jurisdiction. 
This was in the Spring of 1938. 


Elements peculiar to our institution prevented 
us from adopting, in toto, any of the systems then 
in general use. We devised the plan of organiza- 
tion described in the following paragraphs. 


Equipment 


Our first consideration was equipment. It was 
the decision that we use the pre-assembled com- 
mercially manufactured units which provide a 
closed system for the drawing and infusing of 
the blood and which makes use of a rubber bulb 
and valve assembly to create a partial vacuum 
in a glass container which receives the blood. 


Of paramount importance is the method of 
choice to be used in actually obtaining the blood, 
after the prospective donor has given his consent. 
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I, the donor described herein, voluntarily donate my blood to the Kings 
County Hospital, to be used as decided by the said Hospital. 
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Figure 1 


There are two means available for the handling of 
the voluntary donor: 


1 Designation of special teams of interns 
and nurses to function in fully-equipped 
rooms located at a more or less central point, 
to which the donors may be directed. 


2 Proper training of the house and nurs- 
ing staffs in order that they may be capable 
of drawing the blood in rooms immediately 
adjacent to the wards or rooms where the 
prospective donors are to be solicited. 


Because of our large physical plant, we adopted 
the latter plan. 


It has been our experience that the most ap- 
propriate means of obtaining donors is to ap- 
proach the relatives and friends of a patient 
while they are visiting, and are in a sympathetic 
mood. We learned that it was to our advantage 
to accept proffered blood immediately, for if the 
donor were permitted to go home, or if he was 
inconvenienced by a long trip through hospital 
corridors, he might re-consider his offer, and 
withdraw consent. 


A series of lecture-demonstrations were given 
to the entire resident and nursing staffs, over a 
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period of several weeks, in order to make them 
“Blood Bank conscious.” 


The following Manual of Operation is a synop- 
sis of these lectures: 


Manual of Operation 


““A Blood Bank is being established here, to be 
patterned after those in successful operation at 
the Cook County Hospital in Chicago and the 
Philadelphia General Hospital. Its primary 
function is to facilitate this prompt and safe in- 
fusion of whole human blood (citrated) of the 
type needed—at the time needed. The necessary 
delays in awaiting the arrival and examination 
of a donor will thus be avoided, to the immense 
benefit of the patient. Another very important 
attribute of this procedure is that it allows ample 
time for careful, and therefore very accurate, lab- 
oratory examinations of the actual blood to be 
infused—in contradistinction to the hurried and 
abbreviated tests formerly so often necessary 
when a patient was in urgent need of a blood 
transfusion. In addition, such blood which is not 
used for transfusion within the prescribed time 
limit may be of great value in yielding an im- 
mune serum. 


“This Blood Bank is, therefore, primarily an 
emergency life-saving measure and, secondarily, 
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Figure 2 
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KINGS COUNTY HOSPITAL No. 
BiQ02 BANE DONORS PACK 
THIS PACK CONTAINS THE FOLLOWING ARTICLES: - 
& CHECK ALL ARTICLES BAFORE AND aFTER USE. 
>. ALL OF THESE ARTICLES WUST BE CLEANED aFTER “USS AND RETURNED INTACT. 
©. DSSCRIEZ BREAKAGE ON PEVORSR SIDE OF THIS FORM. 


THIS PACK HAS BEEN ASSEMBLED AND C@RCKED BY.. 
On. (Date) 











++ Sheet for Draping 


. —* Ss i Doctor's hands 
1 Draping 
Bottle or alloy Handle 
« 1 Rubber Buld 
ma 1 Rubber Stopper ¢ 
Glass Fitting 
Ge 1 Rubber Tuding 
4. 1 Glass Adaptor 


Sorew Cap with Metal Disc 
®. 1 Rubber Dam Disc 
be 1 Rubber Stropper & 
Glass Rod 
oO 2 Test Tube to Protect 


Test Tubes in Kit 
Tourniquet 
Sed. Citrate Ampules 


The articles listed above and checked, have been received by me end returned in good 
condition, except, a6 soted on reverse side. 


Date. RN, 








Note: GABE OF APPARATUS 

Temediately after using set, flush tubing and glass tube with cold water or 

Sodius Citrate Solution, Assemble Set. Check with record. Record breakage on reverse 

Bide. ; 

Be sare the completed donor's card and the kit of speciaen tubes are securely 
tied to the container of blued, which is to be sent to Blood Bank (Main 0,R.) accom 
panied by the pack and this form. Do not leave any of these articles unless you obteis 
@ receipt. 


Figure 3 


a valuable source for the study and production of 
immune serum. 


Method of Operation 


“The receipt, storage and distribution of blood 
in this system is handled very much like money is 
handled in a bank account, hence the name ‘Blood 
Bank.’ Each service of the hospital will have an 
account in the name of the current resident in 
which a receipt of blood will be credited and a 
withdrawal debited (Figure V). Should a par- 
ticular service withdraw more blood than it has 
deposited, it is then overdrawn and is in debt to 
the bank for the amount of the ‘overdraft.’ It, 
therefore, becomes incumbent upon the particular 
resident to obtain sufficient blood from relatives 
or friends of his patients to balance the ‘over- 
draft’ at least and, if possible, to establish a 
credit balance. Provided it is Wassermann-nega- 
tive on examination, any type of blood may be 
credited against the withdrawal of any types, as, 
for instance, a deposit of 500 c.c. of Type II 
(Moss) blood will balance the withdrawal of 500 
c.c. of Type III (Moss). 


Location of the Bank 


“The Bank will be located in the Laboratory 
of the Main Operating Suite, second floor, ‘B’ 
Building. The blood will be thoroughly examined 
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in this room and will be stored in an electric re- 
frigerator at a predetermined and uniform tem- 
perature. 


Suggested Methods for Obtaining Blood 


“The most prolific source of blood will be the 
relatives and friends of patients who are in im- 
mediate or prospective need of blood. Other 
sources may be patients suffering from Hyperten- 
sion, Placental blood obtained at Parturition, and 
occasionally from patients themselves who are not 
acutely ill and who may need blood after a pro- 
posed operation. Still other sources will probably 
be found as the system continues to function and 
our experience grows. 


Collection and Distribution of Blood 


“Blood will be obtained from relatives or friends 
of patients, usually during visiting hours, which 
are on Monday and Friday evenings from 7 to 8 
p. m. and on Wednesday afternoons from 2 to 4 
p. m. in dressing rooms of the following wards: 


A-11 A-61 C-31 C-71 A-51 
A-21 A-71 C-41 B-41 F-3 
A-31 C-11 C-51 B-51 H-22 
A-41 C-21 C-61 B-61 
“However, should circumstances warrant it, 
such blood may be drawn at any time. The resi- 
dent of each service shall be responsible for the 
collection of such blood, in the manner described 
herein, but may assign an intern to act for him. 
Before any blood is drawn, a donor’s card must 
be completed in full. The blood is to be adminis- 
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Figure 4 

















tered via intravenous infusion and, of course, only 
approved aseptic technique is to be used in draw- 


ing as well as administering the blood. It may be 
added that, after the blood is drawn into its con- 
tainer, it is at no time exposed, until it is admin- 
istered. 


“The apparatus to be used will be thoroughly 
described and demonstrated. Attached to each 
such container of blood will be found a muslin 
envelope containing three small glass tubes. In 
one is to be placed 5 c.c. of uncitrated blood for 
Wassermann test, in the next, 5 c.c. of blood for 
typing, and in the third, 5 c.c. of citrated blood 
for cross-agglutination. as complete tray, ready 
for the drawing of blood, will be available in each 
dressing room. If more are required, they will be 
readily available upon requisition to the Blood 
Bank Room (B-Operating Room). After a tray 
has been used it should be returned, along with 
the container of blood and the completed record 
card, to the Blood Bank Room. Blood may be 
withdrawn from the Bank upon requisition and 
is always instantly available. 


“It should be distinctly understood, that if 
suitable blood is not available in the bank and is 
urgently needed, a professional or private donor 
may be obtained immediately by so notifying one 
of the Deputy Medical Superintendents, 
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Figure 5 


Directions for the Taking of Blood 


“The first step is to examine the prospective 
donor, noting your findings first on a chart and 
then completing the ‘Donor’s’ card. (Figure I.) 
Inquire carefully for a history of venereal disease, 
malaria, tuberculosis or any other communicable 
disease which would preclude the use of his blood 
for transfusion. Avoid the use of donors over the 
age of 45, and do a determination of his haemo- 
globin. Do not use a donor who has taken alco- 
holic drinks within four or five hours or one who 
has eaten a hearty meal within three hours. Be 
sure to fill in carefully the section on the reverse 
side of the card, inquiring into the donor’s past 
illnesses, particularly with regard to all forms of 
allergy. Remember you are asked to sign this 
statement: ‘A physical examination of this donor 


shows no contra-indication to the donation of the 


quantity of blood described herein.’ 


“The Sanitary Code of the Department of 
Health contains several regulations governing 
blood transfusions and the use of voluntary do- 
nors. They require: 


A Physical and serological examination of 
all voluntary (and professional) donors 
immediately prior to transfusion. This 
examination is to include a determination 
of the haemoglobin, which must be at least 
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85 per cent of the normal, to permit the 
use of the donor. 


-B Complete records of the physical and sero- 
logical examinations must be maintained. 


C Transfusions in dire emergencies. No 
transfusions shall take place whether a 
dire emergency exists or not until a physi- 
cal examination of the donor has been 
made, blood has been taken for a test for 
syphilis and the cross-matching test of 
the donor’s and recipient’s blood has been 
reported upon. 


D_ Storage of blood for transfusion purposes 
regulated. No stored blood shall be used 
for transfusion purposes unless it shall 
have been collected and stored aseptically, 
treated with a proper anti-coagulant, and © 
refrigerated at not more than five degrees 
C. until immediately before use, nor shall 
any such blood be used later than 21 days 
after collection, or at any time if there is 
evidence of any hemolysis. The donor for 
such stored blood shall be subject to all 
the regulations of this section. 


“A pre-assembled, sterile ‘Donor’s’ pack is now 
available in the Blood Bank Laboratory, which 
contains nearly everything which may be needed 
for the procedure of phlebotomy for blood storage. 
Each such pack will contain a complete group of 
the necessary accessories which are listed on an 
attached ‘inventory’ sheet (Figure III). 


“The ward is to supply, on a sterile table, a 
sterile 20 c.c. syringe, two sterile medicine glasses 
and two pairs of sterile gloves. 


“The pack is to be opened with aseptic precau- 
tions by the nurse while the surgeon scrubs. 


“Put the gown and the gloves on in the ap- 
proved manner. 


“Hand to the nurse the muslin bag containing 
the specimen tubes. 


“The nurse will hand the surgeon the sterile 
syringe and the two medicine glasses which will 
be used to support the ampoules of sodium citrate. 


“The surgeon will find a draping sheet wrapped 
around the container for the blood. Use this sheet 
to drape the arm of the donor after preparing the 
arm with iodine and alcohol in the approved 
manner. 


“Adjust and screw tight the suction apparatus 
which you will find loosely attached to the above 
container. Now break the tops of the citrate am- 
poules and place the ampoules in the medicine 
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glasses for support. See that the opening in the 
ampoules is large enough to admit the glass adap- 
tor attached to the rubber tube leading to the 
container for the blood. 


““Now squeeze the rubber bulb several times and 
the citrate will start to siphon into the large con- 
tainer. 


“If you expect to take between 300 c.c. and 500 
c.c. of blood, use 70 c.c. of citrate (114 ampoules). 
Use 50 c.c. of citrate if you expect to take 300 c.c. 
of blood or less. 


“Gently rotate the container in order to coat the 
inner wall with the citrate. Now attach your 
syringe to your needle and enter the vein you se- 
lect. When you are satisfied with the position of 
your needle, slowly draw about 20 c.c. of blood 
into the syringe. Detach the syringe without dis- 
turbing the needle and hand it to the nurse (who 
is waiting to take it) and immediately insert into 
the needle the-glass adaptor attached to the tube 
leading to the container. Now, by gently squeez- 
ing the bulb, the blood will siphon into the con- 
tainer without any difficulty. Gently rotate the 
container from time to time, particularly at the 
beginning of the flow, in order to get an even mix- 
ture. Press the rubber bulb gently from time to 
time in order to maintain the slight vacuum in the 
container which in turn maintains the siphonage. 
The nurse has meanwhile distributed the blood 
contained in the syringe which you handed her 


KANGS COUNTY HOSPZTAL 
UMEUSION OF BLOOD FROY BLOOD BANK 

DATE. cc csccscveseeeescece 
Recipient's 
Bae Chathent) coe ceccinsciiaccungunthicccentsscsescuscatauckacehons MATa cdcsscoedecres 
Type of Type of Amount of 
Recipient's Blood....++++e( Moss) Blood Infused.....sess (Moss) Blood Infused.......c.c. 
Was saline uUSed?..-sesccseeersseee HOW MUCH? .sscoesessece CeCe 
Infusion aelle Infusion Aelle Blapsed 
Started aticcsesececsseoPetle Stopped StevseveseseaePelle TlGGsaccecesses Hours Mins 

7 . . + . * ° * . . . . . * . . 
BRACTIONS 


It is important that we have a record of the absence or presence of reactions - 
early or late. 


Wore there any reactions during, or immediately after, infuslon?...esssevescesss 
‘ (yes or no) 
Were thore any "Late* remotions?....essssseee If there are any reactions, 


please check below, indicating the elapsed time. 


REMARKS: : 
and other signs of reaction 


IWCREASED PULSE RATE ssseees-eessccevecoes 


CHBST PRESSURE... . 62. cece eceeesescecoces 


Figure 6 
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into the three specimen tubes, into one of which 
she has previously placed some of the citrate 
which was left in the second ampoule. When you 
have obtained 500 c.c. of blood (no more), with- 
draw the needle, holding the tube vertically for a 
moment so as to drain the contained blood and 
thus prevent troublesome clot formation in the 
tubes. 


“Now unscrew the entire suction apparatus 
from the top of the container and replace it with 
the rubber stopper with its air-vent glass tube. 
Now screw the metal cap on (this contains both 
a rubber and aluminum disc). Then attach the 
canvas bag (with its specimen tubes for Wasser- 
mann, Typing and Cross-Matching), and the com- 
pleted ‘Donor’s’ card. The nurse will see that the 
container of blood is sent to the Blood Bank Lab- 
oratory immediately, and the pack, with all its 
contents cleaned, to the Main Operating Room. 


Directions for Administering the Blood 


“Blood may be obtained from the Blood Bank 
by completing a ‘Requisition’ card (Figure No. 
II), obtaining its approval in the Main Office and 
taking or sending it, accompanied by about 10 
c.c. of the Recipient’s whole blood, to the Blood 
Bank Laboratory, located in the Main Operating 
Suite, ‘B’ Building. A pre-assembled sterile ‘Re- 
cipient’s’ pack is now available in the Blood Bank 
Laboratory. It will contain the necessary tubing, 
glass attachments and stop-cocks for the simul- 
taneous or separate infusion of citrated blood and 
normal saline, such accessories being listed on an 
‘assembler’s’ sheet (Figure No. IV), also enclosed. 
The blood will be delivered in the original con- 
tainer described in the section for ‘Taking Blood’ 
and the saline will be contained in a 250 c.c. sealed 
ampoule. 


“The pack is to be opened with aseptic precau- 
tions by the nurse while you scrub and put on the 
sterile gown and gloves. You will find the rubber 
tubing affixed to a ‘Y’ glass tube. The tubing 
attached to the main stem will contain a glass 


‘drip-meter.’ The tubing attached to one arm of 
the ‘Y’ will contain, at its end, another glass drip- 
meter (containing a gauze filter) which is to be 
inserted into the rubber stopper of the blood con- 
tainer. The tubing attached to the other arm of 
the ‘Y’ will have a rubber tip for attachment to 
the ampoule of saline. The arm of the patient is 
to be prepared and the needle inserted as is usual 
for an intravenous infusion. The saline may be 
administered first or in a combination with the 
blood. 


“The rate of flow of both the blood and saline 
is easily regulated by means of the stop-cocks and 
drip-meters. The blood should be warmed to body 
temperature before using, preferably by carefully 
placing in a warm water bath before connecting. 


“The doctor should remain with the patient for 
not less than the first thirty minutes in order to 
guard against any untoward reactions.” 


The preliminaries being completed, our bank 
began functioning on June 18, 1938, and during 
the first six months following its inception we 
have obtained voluntary contributions of over 
1,000,000 c.c. of blood from 2,135 voluntary do- 
nors, and have been in a position to supply 891,- 
550 c.c. of blood for a total of 2,241 transfusions. 
This was accomplished without a single mishap 
to any donor and with a reaction incidence of only 
7.3 per cent. Only seven of the total donations 
were eventually found to be contaminated, an in- 
cidence of 0.3 per cent; and that only nine were 
rejected because of eventual clotting or haemoly- 
sis; this was an incidence of 0.4 per cent. The 
following is a statistical survey of our activities 
during this period. 


The incidence of reactions is a criterion upon 
which to judge the efficiency of the personnel and 
the soundness of the technique. To obtain accu- 
rate information, a form was devised, which is 
completed after each infusion of blood from the 
Bank and is then incorporated as a permanent 
part of the case record. (Figure 6.) 


In the following statistical analysis of the inci- 
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SUMMARY OF ACTIVITIES FROM JUNE 18, 1938, TO DECEMBER 18, 1938 
































June 18,1938 July 1, 1938 Aug. 1,1938 Sept. 1, 1938 Oct. 1, 1938 Nov. 1, 1938 Dec. 1, 1938 
0 7) to to to to to 
June 30,1938 July 31,1988 Aug. 31,1988 Sept. 30,1938 Oct. 31,1938 Nov. 30. 1938 Dee. 18, 1938 TOTALS 
No. .C. MO: ~€:C. OO. C0. NO. 0; No. €0. No. c.¢c. No. 0.¢. No. c.c. 
DONATIONS .....78 31,650 386 170,680 343 157,730 378 177,390 417 199,850 342 169,290 191 94,680 2,135 1,001,270 
WITHDRAWALS 
(Transfusion) ... 62 25,000 332 136,525 411 167,530 371 152,990 462 186,950 402 143,900 201 78,655 2,241 891,550 
REJECTIONS 
Luetic Blood .... 3 1,500 26 12,750 10 = 4,850 19 9,200 16 = 6,300 9 4,600 6 2,450 89 41,650 
Haemolysis ..... 2 900 1 500 0 0 0 0 0 0 0 0 0 0 3 1,400 
Thrombosis ..... 0 0 5 2,150 0 0 0 0 0 0 1 250 0 0 6 2,400 
Contamination .. 0 0 1 350 4 2,000 1 500 1 450 0 0 0 0 7 3,300 
Expiration ...... 0 0 1 500 3 1,500 7 3,700 1 500 3 1,275 1 500 16 7,975 
Total Rejections .. 5 2,400 _34_16,250 178,350 27 +13,400 S18 = 7.250 = 186,125 = 72,950 121 56,725 
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dence of reactions attention is called to the fact 
that the incidence fell from 8.7 per cent in the 
first 1,667 infusions to 5.8 per cent in the last 
1,074 infusions. From this we have inferred that 
with experience, defects in technique were elim- 
inated. We have had no fatal reactions, and of 
the three instances of haemoglobinurea, two oc- 
curred in patients who, according to consultant 
opinion, were suffering from complicating haem- 
orrhagic cystitis and who showed no other signs 
of allergic reaction. The third instance occurred 
in a child who showed no signs of reaction other 
than a slight transitory haemoglobinurea three 
hours after the infusion. This may have been 
caused by what Dr. Fantus describes as a sub- 


' type. 


We have not instituted regular bacteriological 
examinations of the donated bloods. We assumed 
that the manipulations in obtaining proper speci- 
mens of blood from the containers in such a large 
volume would result in contamination in an occa- 
sional case. Experience has taught us that a very 
practical method of detecting contamination is the 
observation of the color of the blood. Where con- 
tamination exists, the color is darkened to a wine- 
like turbidity in the presence of haemolysis. 
Among 2,135 donations, only seven were rejected 
because of contamination. Observation has shown 
that, provided the technique in drawing the blood 
is reasonably rigid, no contamination need be 
feared. We have cultured a series of specimens 
from containers of blood about to be infused. 
These were chosen at random by a qualified bac- 
teriologist and the results thus far seem to sup- 
port us in our contention. Up to the present time, 
fifty such cultures have been examined and the 
following is a tabulation of the results. 


It will be noted that all were reported as sterile 
with the exception of one (No. 10), which showed 
a growth of B. Subtilis after five days. The vol- 
ume of blood in the original container showed no 
gross signs of bacterial growth or contamination 
for the five days it remained in the refrigerator 
and the recipient of this blood exhibited no signs 
of reaction. 


These findings are still more significant when 
we consider that in the last three months we 
adopted the practice of withdrawing part of the 
contents of a container for the small volume infu- 
sions that children require and then returning the 
container to the refrigerator for further use and 
possibly further fractional withdrawals, these be- 
ing performed with care and with standard asep- 
tic technique. Attention is also called in the fore- 
going tabulation to the many amounts of 200 c.c., 
150 c.c., 350 c.c., and so forth. These represent 
fractional withdrawals and containers from which 
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INCIDENCE OF REACTIONS 
June ” ‘ame Sept. An 1938, 


Sept. 6. “1938 Dee. 7, 1938 Totals 





TOTAL NUMBER OF 





INFUSIONS ....... 1167 1074 2241 
Number of Infusions fol- 
lowed by 
A. Early reactions... 72 42 114 
B. Delayed reactions. 30 21 51 
102 63 165 
or or or 
8.7% 5.8% 7.3% 
TYPES AND FREQUENCY e 


OF REACTIONS 

Note: In many of the 
instances, two or more 
of the following symp- 
toms or signs appeared 
simultaneously or in 
succession. 





EARLY REACTIONS 
Chill 


iv\) 


RKPOOCON WRF OWAR OH 


Increased Pulse Rate... 
Fullness in Head...... 
CNRIOEE as oc ce crncens 
DE aes 556 an wae oe 
Lumber Pain ......... 
Abdominal Pain ...... 
Temperature Elevation. 
De ee ore 
COMIN sain Do ala orcas 
Chest Pressure ....... 
Haematuria ........0. 
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DO DD Co CO ROI CODD CO 





DELAYED REACTIONS 
GIMME Gcr5a ould srt oxaig Has 
Temperature Elevation. 
COMMA hadi ie vilan dese 
Chest Pressure ....... 
Lumbar Pain ......«.. 
CEROMORME ose so siwecene « 
Po re rere 
Increased pulse rate.... 
ee 
Haemoglobinurea ...... 


i) 


_ 
NORE ADE RAE 
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fractions were withdrawn on one or more occa- 
sions. 


We have had, on several occasions, an oppor- 
tunity to witness the unquestionable value of the 
Blood Bank where the time element determined 
the question of life or death. Previously it re- 
quired at least two hours, and frequently longer, 
from the time we called the donor’s bureau until 
the donor arrived at the hospital because the hos- 
pital is not located at a centralized point; trans- 
portation facilities, while available, are time con- 
suming. Since the innovation of the Blood Bank, 
it is possible to start a transfusion within twenty 
minutes to a half hour after it is ordered. This 
is the one vital point which we consider more im- 
portant than any of its other advantages. 


Thus far we have been fortunate in that our 
Bank has operated smoothly and efficiently. How- 
ever, it must be borne in mind that it is still rela- 
tively new and the future cannot be forecast. 
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ANALYSIS OF CULTURE FINDINGS 



































Amount Amountabout Date of Date of Findings of 
Date of of to be Infusion final exam. Examination 
Donor (Initials) Donation Donation Infused and Cult. of Culture of Culture 
AD ig is 509-6 ew chars wis ee ee 10-30-38 550 c.c. 500 c.c. 11-16-38 11-21-38 Sterile 
IG. as -v.b0.0 bib essen ose weds 10-26-38 300 c.c. 200 c.c 11-16-38 11-21-38 Sterile 
MES isa 0,6 a0 6. 6.0% ow. o'o 6 'ap lore Bo 11-15-38 300 c.c. 200 c.c 11-16-38 11-21-38 Sterile 
Poe) 8 SR pe eee error 11-15-38 500 c.c. 500 c.c 11-16-38 11-21-38 Sterile 
US eis @ o a'aue's O% wets wares we 11-15-38 500 c.c. 500 c.c 11-18-38 11-23-38 Sterile 
CE is oh a vow hoa aGiewawd sce = 11-15-38 600 c.c. 600 c.c 11-18-38 11-23-38 Sterile 
TEEN Mies dix 540 he 6 oo abs! ee:o 11-16-38 250 c.c. 150 c.c 11-18-38 11-23-38 Sterile 
MME OS yn s bce in ealae nee 11-16-38 400 e.c. 150 cc 11-18-38 11-23-38 Sterile 
SP MeL CG a ele sis eo aes eiun Kina W558 11-15-38 500 c.c. 100 c.c 11-18-38 11-23-38 Sterile | : 
SO es and Fa oid Sid en ee 11-13-38 600 c.c. 600 c.c 11-18-38 11-23-38 B. Subtilis 
° Checked 11-23-38 
RD es 3 a6 seeds Sea See oe oaks 11-16-38 700 c.c. 850 c.c 11-18-38 11-23-38 Sterile 
BE 5 oa ba.65s cn ee ees bee 11-16-38 400 c.c. 250 c.c 11-18-38 11-23-38 Sterile 
SG ee) % cna se eevs kus oeees 11-20-38 575 c.c. 100 c.c 11-21-38 11-26-38 Sterile 
Tey RENE gC: aun cree ee cae 11-20-38 600 c.c. 600 c.c 11-21-38 11-26-38 Sterile 
2 Ek Se ee Pek eer 11-20-38 600 c.c. 500 c.c 11-21-38 11-26-38 Sterile 
WE AANA: onunivie en sacu sae ess 11-20-38 500 c.c. 500 c.c 11-21-38 11-26-38 Sterile 
Dis RS) ios ek wb ERE ea es * 11-20-38 600 c.c. 250 c.c 11-21-38 11-26-38 Sterile 
PE OS elt tein Gide eee 11-21-38 500 c.c. 200 e.c 11-21-38 11-26-38 Sterile 
Eee RS oc bistkaok onGiee wre snes 11-21-38 400 c.c. 400 c.c 11-23-38 11-28-38 Sterile 
PUI cactig Ss neigh a cera 11-21-38 500 c.c. 500 ec.c 11-23-38 11-28-38 Sterile 
7 TS | Sa Rarer eee ar antes ae 11-21-38 600 c.c. 500 c.c 11-23-38 11-28-38 Sterile 
Bes Msi Ueey, a sie aindants Sistdix cee 11-21-38 500 c.c. 250 c.c 11-23-38 11-28-38 Sterile 
J fale |, (ak Sa Arh re pe eT Te 11-21-38 500 c.e. 500 c.c 11-23-38 11-28-38 Sterile 
Be Ry pice apa canoe 11-22-38 500 c.c. 500 c.c. 11-23-38 11-28-38 Sterile 
Ber We hislameisneas a daeswanins 11-21-38 700 c.c. 700 c.c. 11-25-38 11-30-38 Sterile 
et MNS 85sec. wistharn arma niy Paints 11-23-38 500 c.c. 350 c.c. 11-25-38 11-30-38 Sterile 
1 RC ae Toe ee Gale me a eal 11-24-38 500 ec.c. 250 c.c. 11-25-38 11-30-38 Sterile 
BEM EE. eens e xs Seba diene ame 11-25-38 600 c.c. 350 c.c. 11-28-38 12-2-38 Sterile 
BA PRM ong ss sik Wis aale w awe ae 11-22-38 500 c.c. 500 c.c. 11-28-38 12-2-38 Sterile 
PO. PE. 2 ho ase oe pace te 11-27-38 400 c.c. 400 c.c. 11-28-38 12-2-38 Sterile 
BONG So 05 5.6.ords waa Seba 11-27-38 500 c.c. 800 c.c. 11-28-38 12-2-38 Sterile 
a Big Ge Ne tarde batie ding Rw area hea 11-27-38 600 c.c. 500 c.c. 11-28-38 12-2-38 Sterile 
A | ar ere eg 11-26-38 600 c.c. 600 c.c. 11-30-38 12-4-38 Sterile 
RS vin G6. ae we od eee sas 11-29-38 500 c.c. 500 c.c. 11-30-38 12-4-38 Sterile 
SATA EG) siiceledicicincwaies Maite 11-29-38 500 c.c. 500 c.c. 11-30-38 12-4-38 Sterile 
Bee Sk conker 11-30-38 250 c.c. 250 c.c. 11-30-38 12-4-38 Sterile 
i Cee sy SR eet Cee Rene As 12-10-38 800 c.c. 150 cc. 12-10-38 12-15-38 Sterile 
eae Or LUM. ss rsvs aki a phelps Ie wes ou 12-8-38 600 c.c. 300 c.c. 12-13-38 12-15-38 Sterile 
BS GAS AGMRGS Ses cle mired hesiete barn 12-1-38 300 c.c. 300 c.c. 12-13-38 12-18-38 Sterile 
BO seas, vs Cede eee maracas 12-6-38 250 c.c. 250 c.c. 12-13-38 12-18-38 Sterile 
eS en EN ese ceintasew SNe Siow 12-13-38 500 c.c. 250 c.c. 12-13-38 12-18-38 Sterile 
AIAG cic laa isve thc isis s Wisin ws elec 12-13-38 600 c.c. 300 c.c. 12-13-38 12-18-38 Sterile 
EG I Mls bP BG So isda a ca Tae 12-3-38 650 c.c. 650 c.c. 12-13-38 12-18-38 Sterile 
a: i a eee ree eee a cere 12-8-38 550 c.c. 550 c.c. 12-13-38 12-18-38 Sterile 
BO Wi tres aia bs ho Sos bikiote eees's 12-10-38 500 c.c. 500 c.c. 12-14-38 12-19-38 Sterile 
Bees ROIS sn Sa nic cucie a ete ial ena os 12-14-38 500 c.c. 500 c.c. 12-14-38 12-19-38 Sterile 
DICE | OG isiccs ia Seto hes Ga 12-7-38 600 c.c. 600 c.c. 12-14-38 12-19-38 Sterile 
oc. | Se mrereerege ho eumnren ie 12-12-38 500 c.c. 100 c.c. 12-16-38 12-21-38 Sterile 
Cee a ane enn tO RON 12-14-38 500 c.c. 250 c.c. 12-16-38 12-21-38 Sterile 
BONS BGs, ke ewer aiw ss btwn 500 c.c. 12-16-38 12-21-38 


12-15-38 600 c.c. 


Sterile 





Such success as we are able to report is largely 
due to the willing cooperation of our house staff, 
and we are glad to record our appreciation. It is 
they who obtain the blood for the Bank and upon 
them we depend for our supply. Our entire per- 
sonnel in the Blood Bank have been most inter- 
ested in the development and have given their 
whole-hearted support and made frequent sacri- 
fices to insure the success of the Bank. 


Post-Script 


To further illustrate the continuous growth and 
development of our Blood Bank, we wish to note 
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at this point that during the month of January, 
1939, the Bank was able to furnish blood for 486 
transfusions. 
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Hospital Service Plans for Rural Areas 
C. RUFUS ROREM, Ph.D., C.P.A. 


bill as for a factory worker—probably harder 

to pay promptly, when one considers the inter- 
mittent income of the owner, tenant, or “hired 
man.” Yet very few farmers are included among 
the 3,000,000 persons now placing hospital care 
in the family budget through voluntary non-profit 
hospital service plans. 


| IS just as hard for a farmer to pay a hospital 


Is the group budgeting principle applicable to 
rural areas? If so, how can it be applied, and 
what is now being done about it? What special 
problems arise from the unique characteristics of 
rural life and the attitudes toward hospitalization 
among residents of small cities, towns and farms? 
Before dealing with these questions, it may be 
well to review the general nature of the voluntary 
non-profit hospital service plans, and their rela- 
tion to American life. 


Concentration in the Cities 


No two non-profit hospital service plans are 
alike. But they all apply the principle of insur- 
ance to the payment of hospital bills for employed 
persons and their families. The rates vary from 
40 cents to $1.00 per month per person, and from 
$1.00 to $2.00 per month per family. 


There were 55 plans fully approved, or ap- 
proved as to form of organization on March 1, 
1939, with more than 3,000,000 subscribers. 
Twenty of these have been established during the 
past 14 months. The largest plans have been de- 
veloped in the largest cities. The rate of growth 
continues to increase and the membership prob- 
ably will exceed 6,000,000 by January 1, 1940. 
Almost all of the subscribers have been groups of 
employed persons receiving regular monthly 
wages or salaries. Very few persons have been 
enrolled from the piece-work employees, or from 
unskilled workers in the heavy industries. 


The failure to enroll large numbers of unskilled 
workers is not accidental; it probably is funda- 
mental. Many of them earn low wages and are 
accustomed to free hospital service and medical 
care in the wards of the municipal and voluntary 
hospitals in the large cities. The opportunity to 
budget 75 cents to $2.00 monthly for hospital ser- 
vice from a family income of $75.00 to $100.00 
must be compared with the opportunity to receive 
this same service plus medical care, at the expense 
of the taxpayer or philanthropist. To be sure, 
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the self-supporting person may have a feeling of 
pride in his position, but one frequently must 
place limits upon his family pride, where expenses 
are involved. 


Limited Rural Enrollment 


There are several explanations of the limited 
enrollment among the rural population in volun- 
tary non-profit hospital service plans. First, 
residents of rural areas have not demanded or 
received the same amount of hospital care as 
urban dwellers; second, the scattered population 
is not conveniently grouped for purposes of en- 
roliment or the collection of subscriptions; third, 
employed groups are small and few, with the 
result that each potential subscriber is essentially 
an “individual” prospect; fourth, the executives 
and trustees of hospital service plans have been 
“too busy” in the urban communities to give full 
attention to town dwellers and farmers. 


There are two general methods of approach to 
the enrollment of the farm population. One 
method is to regard the farmers as a special 


~ economic group, and to use their various organi- 


zations (bureaus, granges, unions, cooperatives) 
as the basis for obtaining applications and collect- 
ing subscriptions. The other method is to regard 
each farm family as part of the population of the 
nearest town or village, and to permit farmers to 
apply individually for membership through some 
agency in the community, such as a bank, gaso- 
line service station or newspaper office. Both 
plans have been successful. Both require that 
hospital service plans operate on a state-wide or 
regional basis, with branch offices in the various 
cities and with occasional special attention to each 
small town, just as if it were a large employer. 


There are a number of state-wide plans, each 
with a number of branch offices and resident field 
representatives. These include the Hospital Ser- 
vice Corporation of Alabama, Minnesota Hospital 
Service Association, Associated Hospital Service 
of Massachusetts, Hospital Service Plan of New 
Jersey and two in North Carolina. Almost all of 
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the plans in New York State, and the one in 
Pittsburgh, have branch offices in cities from 10 
to 50 miles distant from headquarters. Group 
Hospital Service, Inc., of St. Louis, has been re- 
organized as a state-wide plan including Kansas 
City within its administrative organization. The 
recently formed Colorado Hospital Service Asso- 
ciation and the Group Hospitalization Society of 
Michigan contemplate state-wide activities in the 
near future. 


The “Individual” Problem 


Group hospitalization in rural areas involves 
not only problems of cost in enrollment, collection, 
and bookkeeping, but also creates a special prob- 
lem of “adverse selection” among the subscribers, 
a tendency always present when members sub- 
scribe individually rather than in groups through 
a common place of employment. Some method 
must be found to obtain an average “cross- 
section” of the population among the subscribers. 


Experience has shown that among subscribers 
applying voluntarily and individually for health 
or accident insurance there are many persons al- 
ready in need of health service. The private in- 
surance companies attempt to reduce or counter- 
act “moral hazard” by health declarations or 
examinations, by waiting periods, by reduced ben- 
efits or higher rates, and by careful scrutiny of all 
“claims” for service. None of these procedures 
is desirable in a non-profit community-sponsored 
plan for the entire employed population. Conse- 
quently, many plans require subscribers to join 
as groups through a place of employment, even 
though small groups of two or three are accepted. 


At the recent mid-winter conference in Cleve- 
land, the executives of a number of plans de- 
scribed some interesting experiences and attempts 
to reconcile the principle of group-enrollment 
with the fact of individual employment among 
farmers and village residents. The director at 
Danville, Illinois, explained his plan to a group 
of 50 farm women at their weekly sewing club, 
with the result that 20 family-contract applica- 
tions were received. At Hilltown, Pennsylvania, 
a presentation was made to 175 adult parishioners 
in a country church immediately following the 
Sunday morning service. Applications are being 
received by the clergyman and payments will be 
made semi-annually direct to headquarters. In 
North Carolina attempts are made to enroll exist- 
ing groups—such as Rotary Clubs—even though 
individual members pay directly. 


Farm Bureaus have been very cooperative in 
urging their membership to join hospital service 
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plans in Decatur, Illinois, the state of Missouri, 
the state of Minnesota, and parts of New York 
State. The subscribers pay their quarterly or 
semi-annual dues to the Farm Bureau headquar- 
ters, which forwards the money to the Hospital 
Service Association. The Decatur plan has en- 
rolled upwards of 100 families, and Group Hos- 
pital Service of St. Louis about 1,000 families. 


An attempt is now being made for state-wide 
cooperation among the approved plans in New 
York State and the various state-wide farm or- 
ganizations, including the granges, unions and 
farm bureaus. Committees from the plans and 
the farm groups are effecting details of adminis- 
trative procedure. 


Experience in Minnesota 


The author requested Mrs. Virginia M. Liebler, 
in charge of rural enrollment, to tell of her recent 
experiences in extending the services of the Min- 
nesota Hospital Service Association to some of 
the towns and farming districts of the State. The 
following paragraphs from her reply will be of 
interest to persons facing similar problems. 


“We started off in Stillwater (a town of 7,000 
population) with a luncheon at the Stillwater 
Lakeview Memorial Hospital. Our guests in- 
cluded the hospital board members, the medical 
staff, business men and the county officers—about 
thirty-five or forty in all. I explained that this 
was one of those incredible plans which benefited 
everyone concerned: the subscriber, because his 
bill was paid for him; the hospital, because it was 
sure of being paid for services rendered; the doc- 
tor, because when the hospital bill was paid, he 
received his money sooner and need not hesitate 
about urging patients to be hospitalized; the em- 
ployer, because he was naturally interested in the 
welfare of his employees and was relieved of being 
asked for ‘cash advances’ for hospital bills. 


“We distributed literature and sample applica- 
tion cards so that they might familiarize them- 
selves with this material. We then suggested that 
if they were interested in this protection for 
themselves and their employees, they might leave 
word with the hospital and that we would contact 
them as soon as we were ready to start enroll- 
ment. 


“Our next meeting was a Lion’s Club luncheon. 
The man who introduced me at this meeting is 
secretary-treasurer of the Andersen Corporation 


. of Bayport, and a hospital board member. He is 


really the sponsor of our plan in Stillwater and 
in Bayport, three miles from Stillwater. (I think 
it very important to have a sponsor, either a 


HOSPITALS 





r, 
it 
1- 
of 
1e 
f 


Tor ws Cr FF 


SS we SES SS © 


oY 





prominent business man or an association, club 
or bank.) He explained that he had already 
printed several notices in the house organ of the 
Andersen Corporation, and that he hoped their 
employees would be Group No. 1 when Stillwater 
was definitely accepted into the plan. He later 
prepared notices for the newspapers and we had 
column-and-a-half stories in the Bayport Herald 
and Stillwater Gazette. They’ve been fine on pub- 
licity. 


Cooperation From Medical Profession 


“Within the next week I had evening meetings 
for the Minnesota State Prison employees, who 
signed up over 75 per cent. During that same 
week I went to the Andersen Corporation, had a 
long talk with the department heads to explain 
the plan (I should have preferred a mass meeting 
of the employees but this was impossible). We 
started taking applications during the lunch hour 
and after closing. I stayed to answer questions. 
Each man received a Blue Cross Button as he 
signed an application card. We had used these 
before in the Twin Cities. All of our Bayport and 
Stillwater doctors, who have been most coopera- 
tive, are wearing MHSA Blue Cross Buttons in 


their lapels. Most of them display our posters in 


their offices. And some have offered to introduce 
me to various people who they think should be 
interested. I couldn’t have accomplished anything 
without their fine help. 


“About 1200 applications have been received in 
15 days full work. Our first four days brought 
580, mostly from Bayport. These included the 
two largest groups we shall have: The Andersen 
Corporation, factory and office, Group No. 1, with 
a present potential of 300 and signed applications 
from 292, and the Minnesota State Prison with 
around 300 employees and 226 applications; the 
Andersen Foundry; several small professional 
groups (mostly doctors’ and dentists’ offices). 
The Stillwater hospital signed up 100 per cent. 


“Tuesday evening we are having a meeting of 
the Baker’s and Butcher’s Association—this to 
save visiting all of the stores with one or two 
employees. We shall arrange some satisfactory 
method of payment which will include employees. 
The school employees joined in a body, paying 
semi-annually to a group leader to save us billing 
expense. 


Local Banks Assist 


“You might be interested in the work of some 
of our men in the immediate vicinity of the Twin 
Cities. Mr. Gibbon enrolled residents of the 
village of Wayzata (population 1100). The 


March, 1939 


Wayzata Business Men’s Association was the local 
sponsor. Seventy-one of the eligible employed 
villagers signed application cards with our first 
group. The local bank acts as our group leader. 
Hospital Service receipts are prepared for the 
bank to enclose with its statements. When the 
bank send us our remittances, they return all the 
receipts from persons who have not paid their 
dues. This group pays on a quarterly basis. The 
Civic and Commerce Association of Wayzata is 
now about to sponsor a new development there 
which will include the employees of the wealthy 
families living around Lake Minnetonka. 


“Two of our representatives have been working 
on a development in Osseo, another village near 
Minneapolis, for the past month or two. The em- 
ployed population here is about 800, including all 
the people who regularly do business with the 
Osseo bank. We proyided letters and literature. 
The bank agreed to send them to their depositors, 
and to make collections. Two local doctors were 
interested in the plan and promised to push it. 
About 250 applications have been received, 60 
from the village proper and the remainder from 
farmers in the community. Farm applications 
were slow in coming in, so our office mailed litera- 
ture to all the people along the rural route. This 
resulted in 25 more applications. One of the 
Osseo doctors has been enrolling patients in his 
office.”’ 


Influence of Local Hospitals 


The local hospital is ultimately the focal point 
of enthusiasm and education. People in the 
smaller towns will join because they have confi- — 
dence in their local hospital, not because they have 
the privilege of going to some other institution. 
In general, people in the villages and on farms 
use less hospital care, partly because there are 
fewer hospital beds and partly because their home 
facilities are such as to make possible the care 
of minor ailments without disturbing the family 
routine. Unfortunately the farmers of America 
have often solved the problem of hospitalization 
by going without needed care. 


Subscription rates in rural areas should not ex- 
ceed those in the cities, even though enrollment 
costs might be higher at first. Rates should be 
low enough to be attractive to families of small 
incomes, probably not more than $1.00 or $1.25 
per month per family, depending upon the ser- 
vices provided and the extent of benefits available 
for dependents. Probably private or semi-private 
services can be provided in the smaller cities at 
the same rates as ward service in the metropoli- 
tan centers. A uniform state-wide minimum sub- 
scription rate would still permit individual pa- 
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tients to pay additional amounts at the time of 
hospitalization for service in more expensive 
accommodations. - 


Payments to hospitals, large or small, urban or 
rural, should not exceed the regular fees charged 
for the same class of service to other patients. 
Nor should the payments be less than cost over an 
extended period of time. Hospital costs and fee 
schedules are usually lower in the rural areas than 
they are in the metropolitan centers. It has been 
suggested that hospital service plans should re- 
imburse rural hospitals according to their regular 
fee schedules, with a maximum equal to the per- 
diem flat rates paid to the metropolitan institu- 
tions. 


Effects on Local Hospital Practices 


Would state-wide plans encourage patients to 
use metropolitan hospitals and doctors rather 
than local institutions and practitioners? Prob- 
ably not. Hospital service plans have not ma- 
terially affected the distribution of patients among 
hospitals, either within a city or a state. Patients 
tend to go where their private physicians can 
attend them, or where they may obtain medical 
or hospital care free or at small cost in govern- 
ment institutions. There will continue to be pa- 
tients who seek specialists’ service in the large 
cities, but the forces of economic pressure will 
no longer operate in favor of the metropolitan 
centers. Many patients prefer to use personally 
chosen physicians and surgeons, provided hos- 
pitalization can be obtained locally. 


Would small hospitals be compelled to change 
staff regulations by admitting unqualified local 
physicians to attend patients? No. On the con- 
trary, the patient’s financial security with regard 
to his hospital bill makes him free to consult 
qualified doctors with hospital connections, where- 
as he may otherwise accept less effective service 
in his home. There is nothing about the hospital 
service plan which disturbs existing relationships 
between hospitals and their medical staffs. 


Should participating hospitals provide the 
capital for the expenses of enrollment in their 
own community? Not necessarily. There may, 
however, be advantages in such an arrangement. 
The trustees of each hospital would then regard 
the plan as belonging to the community and not 
merely as a service sold in their area by some 
foreign or distant corporation. In every com- 
munity there probably should be a local committee 
responsible for introducing the field representa- 
tive to the employers and employees. Very likely 
the local headquarters for field representatives 
could be in the hospitals of each city or town. 
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This arrangement would have the indirect advan- 
tage of educating the public about the activities 
of the local hospital as well as the idea of group 
budgeting for hospital care. 


Should city and county hospitals be participa its 
or should eligibility be limited to private institu- 
tions? There would seem to be no point in chang- 
ing the customs of the particular community. If 
the local city or county hospitals regularly accept 
paying patients from the general public there is 
no reason why they should not also accept paying 
patients from a hospital service plan. 


Non-Profit Plans as Social Insurance 


A non-profit hospital service plan stands mid- 
way between private insurance and government 
hospitalization. The voluntary plans are similar 
to the stock and mutual insurance companies in 
that they are not operated by government agen- 
cies. But they have a different responsibility and 
objective. Private insurance companies rely (and 
rightly so) exclusively upon premiums and legal 
deposits for guarantee of service to subscribers. 
Such resources must suffice to pay the benefits as 
well as the overhead costs of operation. The 
companies have no responsibility for services to 
men who cannot afford to pay their premiums, or 
for those portions of the hospital bill not covered 
in the hospitalization expense policy. 


The non-profit hospital service plans, on the 
other hand, have a long run social responsibility 
similar to that now carried by the hospitals of 
America. The hospitals of America are owned 
by the people. The hospitals as a group are 
merely the instruments by which the general 
public express their will and provide service to 
themselves without immediate regard to the in- 
dividual’s ability to pay. Non-profit hospital ser- 
vice plans are as strong or as weak as the hospital 
system itself. 


These facts make voluntary hospital service 
plans a form of social insurance under non- 
government auspices. They are not merely a form 
of private insurance under non-profit auspices. 
The development of ward service plans in a num- 
ber of communities is bringing hospital care 
within the reach of many industrial workers and 
potentially of many rural workers who have 
hitherto been unable or unwilling to enroll in hos- 
pital service plans. 


The hospitals have a heritage of humanitarian 
impulse and donated service which enriches the 
life of the individual and the public. The non- 
profit plans, built upon the courageous guarantee 
of the participating hospitals, are a combination 
of social responsibility and individual initiative 
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The Mid-Winter Conference in Chicago 


dents, secretaries, councils, and legislative 

committees is growing in importance and in- 
terest to the hospital field each year. Inaugurated 
six years ago, it has become an institution. 


Ton annual February conference of presi- 


At this time delegates from all of the states and 
provinces meet and confer, and exchange experi- 
ences and information relative to the policies and 
procedures that affect the various hospital or- 
ganizations which they represent. Hospital peo- 
ple who are not officials of any of the associations 
nor members of the legislative committees are 
welcome to participate in all the sessions which 
these groups hold. Next to the annual conven- 
tion, it is the most important meeting from the 
standpoint of bringing together the representa- 
tives of the various organized groups, of giving 
them information as to the activities of the hos- 
pital field, and of affording an opportunity for 
them to convey in turn to their respective local 


organizations what the hospital associations in 


the rest of the continent are doing. Even Sunday 
was utilized in conferences, group meetings, joint 
committees, and for similar work. 


Coordinating Committee 


The Coordinating Committee met in all day 
session on Friday, February 10, to review the 
work of the different councils since the last 
meeting. 


Among the important matters coming before 
the Committee was the program for the Toronto 
convention. The Coordinating Committee has 
now completed the work on the outline of the 
program, as far as it can go, and turned over the 
entire program to the president and the executive 
secretary for its completion as to details. The 
outline presented and the subjects suggested will 
make a program well above the average in value 
of the programs of previous conventions. 


The Committee approved the establishment of 
a program of accounting and statistics and of 
public education for hospital service plans, and 
requested an increase in the appropriation for the 
Council on Hospital Service from the $600 
originally requested to $2,000 for the year’s work. 
The Board of Trustees acceded to this request. 


The Committee reviewed the whole process of 
association development, laid plans for future ex- 
pansion of membership and service, and outlined 
a program of Association activities which will 
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greatly add to the scope of service of the Ameri- 
can Hospital Association. 


Conference of State, Provincial, and Regional 
Hospital Association Officers 


The Conference of State, Provincial and Re- 
gional Hospital Association Officers was attended 
by more than sixty presidents and secretaries of 
hospital organizations. Previous to its opening on 
Monday, February 13, a round table on Group 
Hospitalization was conducted by Dr. C. Rufus 
Rorem, director of the Committee on Hospital 
Service of the American Hospital Association, 
which was attended by fifty-three hospital plan 
executives and hospital administrators. 


At the formal luncheon of the presidents and 
secretaries many problems were presented and 
discussed. The preparations for National Hos- 
pital Day were outlined by A. G. Hahn who pre- 
sented a guide for planning National Hospital 
Day. This guide will soon be published and dis- 
tributed. Mr. Hahn announced plans for planting 
a tree in Toronto as a memorial to the memory 
of the founder of National Hospital Day, the late 
Matthew O. Foley. 


The association development was discussed. 
Fifteen states have accomplished the processes 
for joint membership affiliation. 


A program of public education was endorsed 
and various avenues of approach as well as 
methods to be used in the conduct of the public 
education program were agreed upon. 


The presidents and secretaries are working on 
some plan to avoid conflict in the meeting dates 
of the various states and regional associations. 


The constructive work which the Presidents 
and Secretaries Conference presented constitutes 
the best of guides for the Coordinating Commit- 
tee and the Board of Trustees of the Association 
to follow in extending and improving the service 
to its members and the entire hospital field. 


President and Board of Trustees’ Dinner 


The President and Board of Trustees’ dinner 
was held on Monday evening, February 13, in the 
Club Room of the Palmer House. This dinner 
is always informal and is given annually to the 
officers and members of the hospital associations, 
representatives of the hospital publications, and 
others. Seventy-five were present. It is always 
an enjoyable social feature of the week’s activi- 
ties. 
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Minutes of the Meeting of the Board of Trustees 


of the American Hospital Association 


Chicago, Illinois 
Saturday, February 11, 1939 


A meeting of the Board of Trustees of the 
American Hospital Association was held at 10 
a. m. on Saturday, February 11, 1939, in the 
Board Room, 18 East Division Street, Chicago, 
Illinois. 


PRESENT: 
G. Harvey Agnew, M.D., President 
Fred G. Carter, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
Henry M. Pollock, M.D. 
Peter D. Ward, M.D. 
Christopher G. Parnall, M.D. 
Frank J. Walter 
Donald C. Smelzer, M.D. 
Ada Belle McCleery, R.N. 


Trustees Asa S. Bacon and Ellard L. Slack were 
absent because of illness. Trustee W. S. Rankin, 
M.D., was unable to attend because of previous 
commitments. 


The Board was called to order by the President 
of the Association, Dr. G. Harvey Agnew. The 
minutes of the meeting of the Board of Trustees 
on December 3, 1938, were submitted. It was 


VOTED: That these minutes be approved. 


President Agnew advised the Board of Trustees 
the Coordinating Committee had approved the 
“Manual on Tuberculosis Care in the General 
Hospital” which had been in the course of prep- 
aration for the past eighteen months, and recom- 
mended that its publication be authorized. It was 


VOTED: That the Board of Trustees approve 
the “Manual on Tuberculosis Care in the General 
Hospital” for publication, and that a charge of 
one dollar ($1.00) be made for all copies of the 
manual on tuberculosis care other than for those 
copies which are furnished to the membership 
of the American Hospital Association and to those 
authors and others who have contributed to the 
work of preparation of the manual. 


The Chairman of the Board of Trustees re- 
ported that the Coordinating Committee had con- 
sidered the request of Dr. John O. Bower for the 
Association’s approval of his campaign for the. 
prevention of appendicitis. It was 


VoTED: That Dr. Bower’s request be tabled. 
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The Board of Trustees invited Dr. Michael M. 
Davis to participate in the discussion relative to 
a public education program for the American 
Hospital Association. General discussion of a 
proposed publicity program took place, includ- 
ing the use of the press, radio, public address, 
public speakers, national magazines, and other 
avenues for public education. Dr. Davis sug- 
gested the desirability of having Sir Frederick 
Menzies, who is head of the contributory schemes 
in England, as a guest at the Toronto Convention, 
and it was agreed by the Board that an invitation 
should be extended through Dr. Davis’s Council 
and supported by a similar invitation on behalf 
of the Association by Dr. Agnew. 


Mrs. Arthur C. Bachmeyer submitted her resig- 
nation as chairman of the Committee on Hospital 
Councils. It was 


VOTED: That Mrs. Bachmeyer’s resignation be 
accepted, and that the President write a letter 
of appreciation of her services rendered the 
Association and the entire hospital field during 
her chairmanship of the Committee. 


The President next brought to the attention of 
the Board of Trustees the request which he had 
received for a session of women’s hospital boards, 
auxiliaries, and other women’s organizations af- 
filiated with hospitals at the Toronto Convention. 
It was 


VOTED: That the Board of Trustees approve 
the assignment of a period on the program for a 
Women’s Auxiliary session at the Toronto Con- 
vention. 


The Chairman next presented the plan sub- 
mitted by the Council on Hospital Care Insurance 
and approved by the Coordinating Committee for 
the establishment of a bureau of accounting and 
statistics and a public education program for the 
hospital service plans. After discussion and study 
of the program, it was 


VoTED: That the Board of Trustees approve 
the program as submitted. 


The Council on Hospital Care Insurance, in 
view of an extended program outlined for its 
work during the coming year, requested that the 
budget for this Council for 1939 be increased 
from six hundred dollars ($600.00) as previously 
approved to two thousand dollars ($2,000.00). 
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The Board discussed the request of the Council 
and informed the Executive Secretary the request 
could be granted provided the Coordinating Com- 
mittee would agree that the assignment of the 
eleven hundred and fifty dollars ($1,150.00) ap- 
propriated for contingent disbursements of the 
Coordinating Committee for the year 1939 be 
turned over to the Council on Hospital Service as 
a part of the two thousand dollars ($2,000.00) 
requested. It was 


VOTED: That the budget of the Council on 
Hospital Care Insurance be increased to two 
thousand dollars ($2,000.00) with the understand- 
ing that the eleven hundred and fifty dollars 
($1,150.00) appropriated to the present Council 
budgets be assigned definitely to the Council on 
Hospital Service. 


Dr. Agnew presented a request from the Com- 
mittee on Hospital Service that its designation be 
changed to “Commission on Hospital Service.” It 
was 


VoTED: That this change in designation be 


authorized. 


The Executive Secretary announced the invita- 
tion of the Board of Trustees of the American 
Medical Association to the Board of Trustees of 
the American Hospital Association for a joint 
conference on February 14, 1939, at 10 a. m. 


The Executive Secretary next presented for 
the information of the Board the audit of the 
Association finances for the year 1938 as made 
by Arthur Young & Company. The Board au- 
thorized the increase in insurance coverage for 
the furniture and equipment from three thousand 


dollars ($3,000.00) to twelve or fifteen thousand 


dollars. 
It was 


VoTED: That the following state hospital asso- 
ciations be officially approved for affiliation as 
sectional associations, as provided under the new 
constitution: Colorado, Connecticut, Illinois, In- 
diana, Iowa, Kentucky, Massachusetts, Minnesota, 
New Hampshire, Ohio, Rhode Island, South Caro- 
lina, Tennessee, Vermont, and Wisconsin. 


President Agnew next called to the attention of 
the Board the subject of adjustment of member- 
ship dues from institutional members of the Amer- 
ican Hospital Association in Canada. The matter 
was discussed, and the Board were in agreement 
that a satisfactory adjustment should be made. 
It was 


VotTep: That by the authority conferred on 
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the Board of Trustees in the second paragraph of 
Article III, Section I, of the By-Laws of the 
Association, the Board hereby varies the dues of 
institutional members for those institutions lo- 


‘cated outside of the United States and its insular 


possessions, including the institutional member- 
ship in the Dominion of Canada; and varies the 
schedule of dues from such institutional member- 
ship by an allowance of a twenty-five per cent re- 
duction from the schedule of dues established in 
the By-Laws of the Association. (The Executive 
Secretary consulted Chapman & Cutler on Feb- 
ruary 15 and was advised by them that the Board 
was acting within the powers conferred upon 
them by Article III, Section I, of the constitu- 
tional requirements of the Association.) 


The Executive Secretary presented a request 
from Dr. A. C. Bachmeyer, Chairman of the 
Commission, for an appropriation of one hundred 
dollars ($100.00) for the purposes of the Com- 
mission on Graduate Medical Education for the 
year 1939. It was explained the work of the 
Commission is to continue for the next three 
years and it was suggested that this one hundred 
dollars ($100.00) be continued for the three year 
period. After discussion it was 


VOTED: That the Board approve the allocation 
of one hundred dollars ($100.00) for the purposes 
of the Commission on Graduate Medical Educa- 
tion. 


The Executive Secretary next presented the 
communication from the Committee on Statistics 
of Institutions for Physical and Mental Disorders 
of the Institute of Public Administration, asking 
for the support of the Association in a request 
made to the Director of Census that a complete 
census of institutions be taken at the time of the 
next decennial census of general population in 
1940. It was 


VoTED: That the Executive Secretary present 
this request on behalf of the Board of Trustees 
of the Association to the Director of Census, and 
that Dr. Car] E. McCombs, Secretary of the Com- 
mittee on Statistics of Institutions for Physical 
Mental Disorders, be advised of this action. 


The Executive Secretary then called the atten- 
tion of the Board to the request of several of 
the state hospital organizations, as well as per- 
sonal members, for the institution of a national 
program of public education for hospitals, spon- 
sored by the American Hospital Association. 
Several suggested avenues of public education 
were presented for the consideration of the Board. 
General discussion developed that the Board was 
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unanimous in its desire to inaugurate and con- 
tinue such a program. After discussion, it was 


VOTED: That the sum of two thousand dollars 
($2,000.00) be set aside for the public education 
program, to be directed by the Council on Public 
Education, for the year 1939. 


President Agnew reported on the plans for the 
Toronto program. He advised that the plans 
were being developed very satisfactorily, that the 
Toronto General Arrangements Committee were 
working very efficiently, and that he was con- 
fident the Toronto Convention would be one 
of the largest and best conventions the Associa- 
tion has held. He advised that Sir Gerald Camp- 
bell has accepted the invitation to be the guest of 
the Association at the annual banquet. 


Under the head of “Unfinished Business” the 
Executive Secretary advised that various benefit 
plans for Association employees submitted by the 
insurance companies had been gone over very 
carefully and that none as yet submitted were 
satisfactory. The Executive Secretary requested 
that additional time be granted for study of this 
subject. 


The Executive Secretary called attention of the 
Board to the fact that a Hospital Library Com- 
mittee had not been appointed for this year. The 
hospitals and others interested in circulating 
libraries for our hospital patients have requested 
that this Committee be continued. The Board 
approved, and instructed the President of the 
Association to appoint the Hospital Library Com- 
mittee. 


The Executive Secretary called attention to the 
fact that the annual Transactions was becoming 
a very voluminous publication, and that because of 
this increase in volume the expense of publishing 
and circulating it annually was constantly in- 
creasing. The discussion papers and addresses 
presented at the annual convention for a larger 
part are almost all published in subsequent issues 
of HOSPITALS. The Executive Secretary re- 
quested the Board to formulate some policy in 
connection with the publication of the annual 
Transactions. After discussion, it was 


VOTED: That the Editorial Board, or a com- 
mittee appointed by the Editorial Board, make 
a survey of the printed matter of the manu- 
scripts presented at the annual convention, 
classify and evaluate it, and report to the House 
of Delegates at the meeting in Toronto for con- 
sideration of any action that this committee may 
recommend. 


The Chairman of the Committee on the Estab- 
lishment and Maintenance of a Bureau of Hos- 
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pital Service and Research, Dr. Christopher G. 
Parnall, presented a preliminary report on the 
establishment of such a bureau. In addition to 
Dr. Parnall, President G. Harvey Agnew and 
Asa §S. Bacon constituted the committee. The 
Board considered the report submitted by the 
chairman of the committee, gave very favorable 
reception to the tentative report, and suggested 
the committee continue its study and present its 
final report at an early meeting of the Board of 
Trustees. It was 


VoTED: That the Executive Secretary be given 
permission to publish the report in an early issue 
of HOSPITALS. 


Monsignor M. F. Griffin reported on the meet- 
ing of the representatives of the various interested 
associations to consider Dr. Rappleye’s plan to 
form a National Council on Medical Education 
and Licensure in Hospitals. Monsignor Griffin 
said, “This Council is created to meet, the need 
of a body representing the universities, medical 
schools, hospitals, licensing bodies (medical pro- 
fession), specialty bodies, public health agencies, 
and other national organizations in this country 
which deal with different phases of medical edu- 
cation. The Council shall serve as a clearing 
house for the cooperative consideration of those 
problems and programs of professional training 
with which more than one organization is con- 
cerned; as a medium for consultation and mutual 
assistance in the formulation and support of ade- 
quate educational standards; and as an agency 
for advice and recommendations to member and 
other organizations dealing with medical educa- 
tion.” It was 


VOTED: That the trustees of the American Hos- 
pital Association approve the purpose of the 
National Council on Medical Education and 
Licensure in Hospitals as set forth at the meeting 
of the committee on February 11, 1939, and that 
the trustees agree to send official delegates to 
assist in the formation and participate in the 
activities. It was 


VOTED: That the committee who represented 
the American Hospital Association at this meet- 
ing, consisting of Dr. Buerki, Dr. Parnall, and 
Monsignor Griffin, be the official delegates of the 
American Hospital Association. 


The Executive Secretary presented a communi- 
cation from the University Hospital, Ann Arbor, 
Michigan, advising that under a ruling of the 
Board of Regents of the University, no unit of 
the University could become a member of an 
organization whose annual dues exceeded fifty 
dollars ($50.00), and requested in the instance of 
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the University of Michigan Hospital the annual 
dues conform with that figure. The Board of 
Trustees advised the Executive Secretary that 
under the By-Laws of the Association no au- 
thority had been granted to the Board for reduc- 
tion of the dues of an institutional member, and 
to express the regret of the Board that it coulda 
not grant the request. 


The Executive Secretary announced that the 
date for the presentation by the Joint Advisory 
Committee of the three national hospital associa- 
tions of the position of the hospitals on the Social 
Security amendments of the National Health 
Program legislation before the Ways and Means 
Committee of the House had been deferred and 
will be set for a later date. 


Monsignor Griffin recalled to members of the 
Board that in previous years the American Hos- 
pital Association had seen fit to recognize at the 
annual convention of the Association those per- 
sons in the field of hospital activity who had 
made signal contributions to the hospital field 
during the past year. Monsignor Griffin regretted 
that this practice had fallen into disuse, and ex- 
pressed the hope that the Board of Trustees 
would reinstitute and in some suitable manner, 
by granting of honorary life membership or in 
other ways, honor those among our hospital peo- 
ple who by their interest, leadership, and contri- 
bution to the hospital field have advanced hospital 
service on this continent. After discussion it was 


VoTeD: That the Executive Secretary be in- 
structed to present recommendations at the next 


meeting of the Board for persons to be selected 
for honorary life membership, as well as those 
whom the Board of Trustees of the Association 
might desire to honor in another way. 


The Executive Secretary next presented the 
letter from the Hospital Exhibitors’ Association, 
signed by the President and Secretary of that 
association. After the letter was read and dis- 
cussed, it was 


VoTED: That the Executive Secretary be in- 
structed to confer personally with the President 
and Secretary of the Hospital Exhibitors’ Asso- 
ciation with reference to the request outlined in 
their communication. 


It was 


VoTED: That the sympathy of the Board of 
Trustees be conveyed to the Treasurer of the 
Association, Asa §. Bacon, and to the Assistant 
Secretary, Leonard Shaw, in their present illness, 
with the hope that their recovery will be a speedy 
one. 


It was agreed that the Executive Secretary be 
authorized to employ additional assistance in the 
event it became necessary. 


The Board adjourned with the understanding 
that the next meeting of the Board will be late in 
May or early in June, the date to be determined 
by the President and Executive Secretary. 


Respectfully submitted, 
BERT W. CALDWELL, M.D. 
Executive Secretary 





Legislative Committee 


The meeting of the members of the legislative 
committees of the various state and regional as- 
sociations was held on Tuesday morning, Feb- 
ruary 14. In the absence of Leonard Shaw who 
was confined to the hospital, it was presided 
over by Arden E. Hardgrove. The conference 
room was well filled by an interested group. 
Legislation now pending before the state and pro- 
vincial legislatures, as well as that which will 
probably be introduced, were fully discussed. 
Everyone attending made distinct contributions 
to the information on legislation in the respective 
states and provinces. 


The Executive Secretary reviewed the problem 
of legislation before the Federal Congress in 
which hospitals are interested, with particular 
reference to the Social Security amendment and 
the National Health Program. 


The proceedings of these meetings will be dis- 
tributed in mimeographed form to all who were 
present, as well as to the members of the legisla- 
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tive committees who were not in attendance, and 
to others who may be interested. 


Conference of the Board of Trustees of the 
American Medical Association with the 
Board of Trustees of the American 
Hospital Association 


One of the important features of the week was 
the conference of the boards of trustees of the 
American Medical Association and of the Amer- 
ican Hospital Association. This conference con- 
sumed the entire day on Tuesday, February 14. 
Matters of mutual interest were discussed by a 
full attendance of both boards. The boards of the 
two associations found many points which were 
formerly debatable on which they are in agree- 
ment. Other important features show some differ- 
ences, but a thorough understanding of the posi- 
tion of both associations was established, and in 
no instance did either board find these differences 
so difficult that they could not be satisfactorily 
adjusted through this and other conferences. 
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The boards of trustees of the Catholic Hospital 
Association and of the American Hospital Asso- 
ciation were most cordial in their appreciation of 
the courtesy and thoughtfulness of the board of 
trustees of the American Medical Association in 
inviting them to this conference. The associa- 
tions are well on the way to a satisfactory under- 
standing of all matters that affect their respective 
policies. 

And so, this, one of the important weeks in 
the year’s hospital calendar, came to a satisfac- 


tory conclusion with everyone impressed with the 
value of the work that was done and with the 
objectives that were reached. These confer- 
ences mean everything to that solidarity of 
thought and policy in the hospital field which is 
so necessary to the successful prosecution of 
sound programs for our hospitals wherever lo- 
cated. They bring together the chosen leaders 
of hospital organizations in friendly social contact 
and create new friendships among individuals and 
their associations which will be enduring. 





Coming Meetings 


Massachusetts Hospital Association, Boston, 
March 8 

New England Hospital Association, Boston, 
March 9-11 

Tennessee Hospital Association, Jackson, April 
10 

Ohio Hospital Association, Columbus, April 11- 
13 

Southeastern Hospital Conference, Jacksonville, 
Florida, April 13-15 

Carolinas-Virginia Hospital Conference, Roa- 
noke, Virginia, April 20-22 

Mid-West Hospital Association, Hot Springs, 
Arkansas, April 20-21 

Texas State Hospital Association, Fort Worth, 
April 21-22 

Iowa Hospital Association, Cedar Rapids, April 
24-26 

Hospital Association of Pennsylvania, Philadel- 
phia, Pennsylvania, April 26-28 

Michigan Hospital Association (with Tri- 
State), Stevens Hotel, Chicago, May 3-5 

Tri-State Hospital Assembly (Illinois, Indiana, 
and Wisconsin), Stevens Hotel, Chicago, May 3-5 

Ontario Hospital Association, Toronto, May 
3-5 

Mississippi 
May 8 

Hospital Association of the State of New York, 
New York City, May 17-19 

Minnesota Hospital Association, St. Paul, May 
25-27 

New Jersey Hospital Association, Atlantic City, 
June 8-10 

Hospital Association of Nova Scotia and Prince 
Edward Island, Amherst, N. S., June 

American Association of Medical Social Work- 
ers, Buffalo, New York, June 18-24 

Manitoba Hospital Association, Winnipeg, June 
22 

National Hospital Association, New York City, 
August 13-15 

International Hospital Association, Toronto, 
September 19-23 


Hospital Association, Gulfport, 
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Canadian Hospital Council, Toronto, September 
21-22 

American Protestant Hospital Association, To- 
ronto, September 22-24 

American College of Hospital Administrators, 
Toronto, September 24-25 

American Hospital Association, Toronto, Sep- 
tember 25-29 

American Occupational Therapy Association, 
Toronto, September 25 

National Association of Nurse Anesthetists, To- 
ronto, September 26-29 

Saskatchewan Hospital Association, Saskatoon, 
October 





The American Congress of Obstetrics and 
Gynecology, Cleveland, Ohio, Sept. 11-15 


One of the 1939 meetings which will attract the 
attention of hospital people is the American Con- 
gress on Obstetrics and Gynecology, sponsored by 
twenty-two national and international organiza- 
tions. 


This conference will convene in Cleveland, Ohio, 
September 11-15, and will present a program of 
universal interest which will be participated in by 
many leading authorities from the United States 
and abroad. A special session of the program is 
being devoted to obstetrics and gynecology in the 
hospital. 





The World's Congress of Workers 
for the Crippled Children 


The Fourth World Congress of Workers for the 
Crippled will convene in London, England, from 
July 16 to July 22. The Congress sessions will 
be held at Bedford College. 


This Congress will be held under the joint 
auspices of the International Society for Crippled 
Children and the English Councils for the Care 
of Cripples. 
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The Importance of Small Economies 


the Massachusetts Eye and Ear Infirmary, 

Boston, Massachusetts, the director, Dr. 
N. W. Faxon, calls the attention of his staff and 
employees to the costs of unnecessary waste of 
supplies, to the values of small economies, and 
to the manner in which the employees can aid in 
the economic and efficient administration of the 
departments of the institution. These letters to 
nis employees give some informative figures as 
iseful to other institutions as to his own. 


A T THE Massachusetts General Hospital and 


MASSACHUSETTS GENERAL HOSPITAL 


To All Employees: 


Do you know that at the Massachusetts Gen- 
eral Hospital and the Massachusetts Eye and Ear 
Infirmary it costs— 


$100,000 per year for heat. The average radia- 
tor needlessly left on costs $9.50 per 
year? There are about 6500 of these 
radiators in the two institutions. Turn 
off radiators when not needed. 


$ 25,000 per year for water. <A faucet left 
dribbling costs $19.00 per year? Think 
what it would be if it were left running 
open—$712.80 per year. Report any 
water waste. 


$ 37,000 per year for electricity. An ordinary 
electric light bulb costs $1.42 per year. 
When leaving a room please turn off 
lights. 


$160,000 per year for building maintenance. A 
small hole punched in a wall or a door 
knob broken costs $1.60 each to repair. 
Be careful of hospital property. 


$ 9,000 per year for gas. A Bunsen burner 
costs $10.00 per year or a gas stove 
costs $30.00 per year if they are used 
for 8 hours a day 300 days a year. 
Turn off gas when not needed. 


It is not the intention of this hospital to curtail 
any of the above services but the turning off of a 
radiator, the reporting of a water leak or waste, 
the turning off of a gas burner or the electric 
light when not in use, or a little more care in the 
handling of hospital equipment, will mean a large 
saving at the end of the year. The savings you 
make for the hospital will reflect in better service 
to the patient and more benefits to you. In this 
we ask your cooperation. 
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Comments and suggestions sent through the 
head of your department would be appreciated. 


——— 
MASSACHUSETTS GENERAL HOSPITAL 


To All Employees: 


Do YOU KNOW that at the Massachusetts Gen- 
eral Hospital it costs— 
$298,000 per year for food including— 
$85,000 for meat 
$20,000 for eggs 
$40,000 for fresh and frozen fruits and 
vegetables. 


Do YOU KNOW that 
2,000,000 meals per year are served— 
an average of 1800—patients, employees, 
personnel, nurses and doctors—three 
times a day, plus 117,000 meals in the 
Pay Cafeteria. 


Do YOU KNOW that 
the Food Store fills requisitions totaling 
$333,000 a year. Eighty regular deliveries 
a day are made. Other orders are called 
for. All parts of the hospital are using 
the supplies. 


Do YOU KNOW that we use 
362,000 quarts of milk a year—that if each 
of the 1800 persons wastes one glass of 
milk a month it costs the hospital $430 a 
year. Wasting one glass a week costs $143 
a month or $1720 a year. 


35 tons of butter a year—that if each of the 
1800 persons wastes two pats of butter a 
month it costs the hospital $648 a year— 
wasting two pats a week costs $216 a 
month or $2592 a year. 


70 tons of bread a year—that if each of the 
1800 persons wastes two slices of bread a 
month it costs the hospital $120 a year— 
wasting two pieces a week costs $40 a 
month or $480 a year. 


CAN YOU IMAGINE how much can be saved? 


By careful service of food to the patients it was 
possible to bring down the amount of waste that 
was edible from eight ounces per patient per day 
to two ounces. You can help to prevent waste in 
your dining room. Waste is expensive. 


The cooperation of all in the preventing of un- 
necessary waste should affect a real saving. 
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Seventh Annual Institute for Hospital 
Administrators 
Chicago, September 5 to 16, 1939 


tors, the seventh since its establishment in 

1933, will be the best in this long series of 
Institutes if the plans of Dr. Malcolm T. Mac- 
Eachern’s Committee on Arrangements carry 
through. As in former years, it will be conducted 
by the American Hospital Association at Jud- 
son Court on the University of Chicago cam- 
pus, with the University of Chicago, the Ameri- 
can College of Surgeons, the American Medical 
Association, the American College of Hospital Ad- 
ministrators, the Chicago Hospital Council, and 
twenty-one hospitals in the Chicago metropolitan 
area cooperating. 


Te: 1939 Institute for Hospital Administra- 


The Institute will open on September 5, and 
continue through September 16. It will end in 
time for those attending the Institute to go to 
Toronto and to participate in the International 
Hospital Association Congress, also the conven- 
tion of the American Hospital Association and 
other associations which convene concurrently. 


The courses of lectures and seminars include 
the following: 


Lectures 


GENERAL ORGANIZATION OF THE HOSPITAL 
G. Harvey Agnew, M.D., Toronto; Secretary, Depart- 
ment of Hospital Service, Canadian Medical Associa- 
tion 
MEDICAL STAFF ORGANIZATION AND 
PROFESSIONAL ACTIVITIES 
A. K. Haywood, M.D., Vancouver; General Superintend- 
ent, Vancouver General Hospital 
PERSONNEL MANAGEMENT 
James A. Hamilton, New Haven; Superintendent, 
New Haven Hospital 
BUSINESS MANAGEMENT 
Peter D. Ward, M.D., St. Paul; Superintendent, 
Charles T. Miller Hospital 
NURSING EDUCATION AND NURSING SERVICE 
Miriam Curtis, R.N., Northampton, Massachusetts; 
Superintendent, Cooley-Dickinson Hospital 
ORGANIZATION AND MANAGEMENT 
OF THE FOOD SERVICE 
E. M. Geraghty, Baltimore; Dietitian, 
Union Memorial Hospital 
THE SMALL HOSPITAL—ORGANIZATION, 
MANAGEMENT, AND SPECIAL PROBLEMS 
Charles A. Lindquist, Elgin; 
Superintendent, Sherman Hospital 
ORGANIZATION AND MANAGEMENT OF THE OBSTET- 
RICAL DEPARTMENT IN A GENERAL HOSPITAL 
Caroline V. Barrett, R.N., Montreal; Supervisor, 
Royal Victoria Montreal Maternity Hospital 
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LEGAL ASPECTS OF THE HOSPITAL 
William H. Spencer, Chicago; Dean, School of Business, 
University of Chicago 
PUBLIC EDUCATION AND PUBLIC RELATIONS 
OF THE HOSPITAL 
(Speaker to be announced) 
HOSPITAL ETHICS 
Malcolm T. MacEachern, M.D., C.M., D.Se., Chicago; 
Associate Director, American College of Surgeons; 
President, International Hospital Association 
MAINTENANCE OF THE PHYSICAL PLANT 
H. V. Mansfield, Nashville; Assistant Superintendent, 
Buildings, Vanderbilt University 


Each lecturer, after presenting his subject one 
morning, will hold a seminar on the same subject 
the following morning. The afternoons will be 
given over to clinical demonstrations provided by 
the twenty-one participating hospitals in and near 
Chicago. Bus transportation will be provided to 
and from the hospitals. 


The evenings will be occupied with round tables, 
panel discussions, and group conferences. Spe- 
cial effort will be made to arrange seminars and 
conferences for groups of people interested in 
special hospital studies and problems. 


More than six hundred hospital administrators, 
many from outside the boundaries of the United 
States, have attended these Institutes since they 
were inagurated in 1933. The enrollment this 
year promises to be larger than in previous 
years, and an effort will be made to confine the 
total enrollment to one hundred. Those who 
contemplate attending the 1939 Institute should 
make their applications at an early convenient 
date. Full information and application blanks 
can be secured by writing to Agnes McCann, 
secretary of the Institute for Hospital Admin- 
istrators, 18 East Division Street, Chicago. 


As in former years, living accommodations and 
meals will be arranged for the students at Judson 
Court on the campus of the University of Chi- 
cago. The conference and lecture halls at Judson 
Court will be at the disposal of the Institute for 
the lectures, seminars, and round tables. 


The courses of studies, the demonstrations, 
round tables, conferences, and seminars have been 
arranged to provide an intensive refresher course 
that will be attractive and valuable to any hospital 
administrator. Every member of the faculty of the 
Institute has been carefully selected and will come 
prepared to give the student body the advantages 
of the best possible instruction. 
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Some Social Aspects of Venereal Disease 


Control Programs 


GRACE WHITE 


out of many social aspects of syphilis control: 

(1) the plight of the syphilis patient in an 
enlightened day; (2) some of the reasons for 
irregular clinic attendance which create the 
problem of case-holding and necessitates follow- 
up work. 


WISH to emphasize just two points chosen 


What is the plight of the syphilis patient in an 
enlightened day? I use the term enlightened 
merely as a comparative term, to describe the in- 
creased knowledge, freedom of speech, and pro- 
gram of dissemination of information about 
syphilis characteristic of the past few years. Now 
that we can talk about it—and the country is talk- 
ing about it—what is the relative position of the 
individual patient who is one of the ten plus 
million in these United States who has syphilis? 
As to the likelihood of discovering he has syphilis, 
having a definite diagnosis and being told what to 
do about it, his chances are much better than they 
were. 


More routine examinations including blood 
tests are being requested and offered, the 
threshold of suspicion has been raised in the pro- 
fessional and in the lay mind, and the private 
doctor feels more free to offer the service to his 
private practice. As to good professional care, 
the medical profession knows more about the 
treatment of syphilis than heretofore and the pa- 
tient can hope for better medical treatment. As 
to resources for treatment, free or within reach 
of his pocketbook, his chances have improved de- 
cidedly with the establishment of more and larger 
clinics in many states. 


The Emotional Area of the Patient 


The area in which the patient’s problem has 
not been lessened is in the emotional area—the 
problem of having to face the fact that syphilis 
has happened to him. Syphilis—Public enemy No. 
1, the plague, the disease being extensively warred 
against—this is his disease. There must be some 
consolation in the fact that he does not stand alone, 
that his medical problem is not unique, that treat- 
ment is known and in many areas available; but 
he has to face as well as all persons have had to 
face in a less enlightened age the problems that 
arise because he has the disease happening to 
him. 
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The Author 
@ Grace White is Assistant Professor of 
Medical Social Work, Tulane University, 
New Orleans, Louisiana. 





In an attempted objectivity and a program to 
help and not condone, in the efforts to control and 
even in some instances to try to legislate syphilis 
out of existence, we may lose sight of the personal, 
individual problem of the human being. He has, 
perhaps, even more desire for secrecy regarding 
his condition than before because his disease is 
being so vigorously attacked, his freedom in his 
disease curtailed, and widespread attention is cen- 
tered on the disease. He has less chance of facing 
his problem alone with his doctor than hereto- 


' fore due to many factors. For example: In the 


economic depression many more persons must go 
to a clinic and sit with their neighbors and com- 
munity people in a specialized clinic for syphilis 
patients; laws regarding health examination for 
some types of employment for the public protec- 
tion demand examination and, as a result, revela- 
tion to the prospective employer; laws regarding 
marriage licenses create the chances for exposure 
and embarrassing situations for the affected; en- 
forcement processes in Departments of Public 
Health which aim at keeping the patient under 
treatment call for reporting of the irregular 
patient to the authorities; a more rigid tracing of 
sources of infection and contacts aims to make 
the patient accept responsibility for revealing his 
condition. All these factors are aimed at control, 
and at benefit for the public good, and are to be 
encouraged. 


When a nation or a city becomes aroused and 
starts to battle any foe, the individual loses some 
of his freedom. 


Education in the Control of Disease 


Years of education have raised tuberculosis in 
the minds of many people from its status as a 
disgraceful disease because it was considered 
most common among the poor and ignorant. 
Years of education will do much to remove 
the stigma from syphilis, but syphilis and 
the other so-called venereal disease have more 
to live down than other diseases. The battle is 


61 








against the diseases as a damaging agent and 
community health problem and not against the 
individual as a person, and the present educa- 
tional efforts are distinctly attempting to make 
that point clear. But to the layman who has a 
feeling for right and justice, fear and desire to 
protect himself and his loved ones, the objective 
attitude and regard for the human person in- 
volved in the problem develop slowly. Until 
there is realistic objectivity and true enlighten- 
ment about syphilis, the attitude of the ordinary 
employer, wife or husband, sweetheart, or fellow 
worker, is not an impersonal and objective one, 
not a blameless one. The individual patient must 
face the stigma of the disease if not in his own 
mind, in the mind of many others who in this 
complex pattern of living may learn about his 
infection. 


Where the Employers Are Involved 


This brings me to the point of employers—a 
group who are distinctly involved in health exam- 
inations, in determination of employability, and 
in the job security of the syphilis patient. The 
routine of a regular physical examination is gain- 
ing in popularity and the patient may be faced 
with the possibility of dismissal if he is found to 
have a positive blood test. There is among em- 
ployers and in employee health plans and com- 
pensation plans too little distinction made as to 
the stage of the infection and the risks actually 
involved to the product, fellow workers, and his 
productive ability. Prompt dismissal of all who 
show positive blood tests is not usual but it occurs 
and is an unfair and unnecessary policy that 
creates havoc with the individual so dismissed. 


It is quite obvious that food handlers, for exam- 
ple, are dangerous to the community if an active 
infection is present and such dismissal is neces- 
sary for the public good. There are many jobs in 
which protection is needed to safeguard the pub- 
lic and in those jobs the most strict examination 
and observance of precautions are needed. How- 
ever, there are many syphilis patients who are 
not endangering the product or their fellow em- 
ployees and whose dismissal is not indicated. 
Careful interpretation is required on the part of 
the doctor and the social worker in such instances. 


Quite routinely, a report of diagnosis and 
recommendations is required and must be given. 
Or if a report is not requested, treatments must 
be arranged and often times night treatments 
are not available to the low wage earner who must 
use a low cost or free clinic, so that some arrange- 
ment must be made with the employer to permit 
regular attendance during working hours. The 
syphilis patient who is not in need of isolation 
needs protection against routine policies that may 
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cause unnecessary dismissal, loss of status and 
wage. Some problems of employer and fellow 
employee in relation to syphilis must be thrashed 
through with medical interpretation and more 
educational work done if the individual is not 
going to suffer unnecessarily for the fact of his 
infection. 


Location of Clinics 


The location and time of clinics are problems 
closely associated with relationship to employ- 
ment and brings me to one of the reasons for 
irregular clinic attendance. In the time of heavy 
competition in production, operating on margins, 
and efficiency controls, it becomes imperative for 
the individual worker to maintain a good work 
record. Time out for clinic attendance may be 
tolerated or even encouraged but regular absence 
over a period of months does not make for a good 
work record. The employee may feel the risk is 
too great and therefore be spasmodic or cease 
clinic attendance altogether. 


Careful follow-up study reveals that many a co- 
operative patient appreciating his need for treat- 
ment dared not risk loss of what jok security he 
had and therefore had to choose financial over 
physical protection. Even in industries which 
would not admit a personnel policy which judged 
a man less competent because of need to attend a 
clinic and whose avowed personnel policy would 
be refusal to lay off an employee because of non- 
infectious syphilis—yet in the shifting of work- 
men and the pressure of high production in close 
competition, the syphilis patient may be let out on 
a production comparison study. There is also the 
insidious belief that the worker who needs to go 
to a doctor, for whatever cause, cannot be up to 
par and therefore is not a good employment risk. 


Workmen fear to have the facts of their case 
known or to take time for clinic attendance for 
practical reasons. Failure to give diagnosis is 
not a protection, the days and routines of clinics 
are soon learned in any city and the patient’s 
condition is accurately surmised if not accu- 
rately stated. This problem makes imperative 
the operation of night clinics for the working 
man if his attendance and his job security are to 
be counted upon. The large cities have met the 
situation to a fair degree for the low wage em- 
ployee, but there is a woeful lack of facilities in 
many but the large cities. Even with the estab- 
lishment of night clinics, some are at central 
points only which fact mitigates against regular 
treatment. The laborer in work clothes must ar- 
range to change his clothes, must have his supper 
at home which he cannot afford to buy on the way 
with his limited purchasing power, must ride the 
cheapest and therefore the slowest transportation 
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facilities, and one hour early evening clinics may 
not be the answer to his problem of securing 
treatment. 


Practical Problems That Face the Patient 


In this effort to control syphilis we want and 
expect the cooperation of the patient but we have 
to be exceedingly practical about the very serious 
and practical matters that also face that patient. 
The average adult patient is an employee and 
wage earner first, or a mother and housewife first, 
because of obligations and responsibilities. 


The setting of the clinic, the attitude and in- 
terest on the part of the clinic personnel, are all 
important in keeping the patient’s response and 
interest. Routine and speed are absolutely essen- 
tial in a large clinic in order that the medical 
and nursing personnel can get through the day’s 
work. But there is a very human element present 
which must be taken into account in effective 
treatment and patient cooperation. After the 
diagnosis is made, the dosage established, and 
treatment for a period determined, the patient’s 
disease in many cases requires comparatively 
little time on the part of the medical man. Within 
his group, the patient is a unit, he does not need 
specialized attention—all the attention that his 
disease requires for that period is that he be pres- 
ent in the clinic and that he have his injection 
and depart. The patient, however, does not feel 
himself a unit in the group. He resists being 
considered so. Small things—manner of people 
addressing him, handling of him, directing him, 
herding him in line for the shot—are sufficient to 
make him feel that he is recognized as an in- 
dividual human being or sufficient to make him 
feel that the clinic is no longer interested in his 
case as it was during the period of diagnosis, but 
giving treatment because it must. 


I am not speaking of the hypersensitive person 
or the one who wants an excessive amount of 
attention. I am speaking of ordinary human 
beings, many of whom tolerate and continue to 
tolerate mass treatment done in a mass fashion 
and others, whose interest and response could be 
so readily gained by a human approach, who do 
not tolerate mass treatment. I am not suggest- 
ing that any more time be taken with them, but 
I know that part of the follow-up process could 
be saved if somehow the treatment could be 
humanized. 


The humanizing process involves all personnel 
of the clinic. In too many clinics, the patient 
feels the spirit prevalent of “rush them through 
and get them out,” and some do not have the 
fortitude and conviction that makes them come 
despite the mill process. This situation is not 
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unique to the syphilis clinic but is too often found 
in other routinized treatment clinics. 


The Follow-Up 


The best follow-up work is done week by week 
in the clinic before the patient becomes delin- 
quent, not by a special follow-up worker, but by 
all personnel of a clinic who instructs the patient. 
The strategic opportunities to give good inter- 
pretation and win the patient to a cooperative 
attitude which will insure his continuing treat- 
ment are: The explanation of the reason for 
taking a blood test if that is not a routine clinical 
procedure; the naming and explanation of the 
nature of the disease at the time a diagnosis is 
made; the interpretation of reactions to treatment 
in cases that react uncomfortably to the therapy; 
the explanation of the need for the spinal punc- 
ture; the presentation of a course in fever 
therapy; the request for examination of the 
source of infection and contacts. All these, except 
for the last, are strictly medical matters and 
should be done by medical persons. 


The prevention of the necessity of follow-up 
work falls back to a large extent, then, on the 
attending medical staff. The doctor is of the 
utmost importance as he is the authority in the 
medical field. Neither a nurse nor a social worker 
can do for the patient what the doctor can and 
must do at these points in treatment. These con- 
tacts with the doctors are opportunities for the 
patient to learn. 


The Initial Interview 


The initial interview with the social worker, 
routine in well organized syphilis clinics, is an 
opportunity for the patient to thrash through the 
facts of his disease, his need for treatment and 
the relation of these facts to his particular situa- 
tion. This interview with the social worker 
should not be a substitute for the doctor’s inter- 
view but a supplementary interview. The pur- 
pose is for the clinic to learn how much under- 
standing the patient has of his medical problem, 
to learn any facts which will be a deterrent to 
treatment and to help the patient accept the re- 
sponsibility for getting the contacts examined. 
The latter is a hard hill for many patients to get 
over alone. The patient is encouraged to talk 
about what is significant to: him in this new 
situation, and he is helped to accept syphilis as 
his illness with a responsibility to do something 
about it. It involves much restatement and 
reiteration of what has been heard before, but the 
meaning not fully grasped. Differences in intelli- 
gence, emotional stability, morale, and environ- 
mental situations are all taken into account. 
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The setting and length of time devoted to the 
initial interview is of utmost importance. We 
cannot hope to discuss successfully problems 
created by syphilis such as intimate details of 
home life, sex life, and family relationships all of 
which are involved in the search of sources of 
infection and contacts and in instruction in per- 
sonal hygiene for the patient, unless there is 
opportunity for a private, confidential and appar- 
ently unhurried conference. The aim is not only 
to control the disease of that patient but help him 
achieve self-maintenance, self-respect, and normal 
living conditions despite his disease. 


I have attempted to show that much of the 
need for follow-up work can be obviated by a 
more effective day by day running of the clinic. 
There will always be need for special follow-up 
work, however, as long as we are dealing with 
human beings in a complex of social problems. 
The personnel chosen to do the follow-up work 
must know the problems of living, of family life 
and obligations, of personal ambition and goals 
as well as the medical condition. She must know 
community resources and have imagination in 
helping the patient meet the problems associated 
with his disease. The need for careful observance 
of medical recommendations becomes no less im- 
portant because other factors have a relative im- 
portance, and attention to the whole patient and 
the whole problem must be given to do effective 
follow-up work. 


It is apparent that any follow-up worker cannot 
do routine visiting and routine work. Each case 
is individual and must be considered individually 
in all its aspects. Follow-up work involves much 
more than reminding the patient that he has a 
disease needing treatment for his own physical 
well being as well as safeguarding others. She 
must have more imagination and resourcefulness 
and knowledge than the patient group because, 


with the facts and problems of attendance pre- 
sented to her as their specific situation, she aims 
to help them find a solution they have not been 
able or willing to find. 


Effective follow-up work is not measured by the 
number of visits made in any one clinic but by 
the minimum of visits which will secure the at- 
tendance of patients. It is true that some patients 
take their condition so lightly that they forget to 
return after a rest period has been given and 
will respond to a reminder. Others are indiffer- 
ent to their needs for treatment and a skillful 
interview may or may not be successful in secur- 
ing their return, but a routine reminder by mail 
or visit to remind them will not break through the 
attitude of indifference. If the indifferent patient 
is to be followed up in the interest of control of 
his disease, sufficient time must be allowed a 
skilled interviewer for an interview that aims to 
probe his resistance or indifference and learn why 
the usual careful presentation of fact and need 
have not been effective in his case. 


Police or authoritative follow-up may be effec- 
tive once or twice with any recalcitrant individual, 
but my experience has been that indifference or 
refusal to attend clinic is only increased by the 
authoritative approach, whether done by health 
officer, nurse, or social worker. 


Careful follow-up work in the hands of a skilled 
worker is a costly item and the value must be 
weighed in terms of human values as part of the 
result as well as the saving of a partial investment 
of medical care in patients by completion of treat- 
ment. But even more costly is routinized home 
calling by any type of personnel—social worker 
or nurse or health officer—which is based on the 
reminder and threat pattern because there is not 
only the cost but less value received for the 
expenditure of time and professional service. 
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Dorothy Rogers Succeeds M. Helena McMillan 


Dorothy Rogers, assistant professor of nursing 
education at the University of Chicago, has ac- 
cepted the appointment of director of the School 
of Nursing and nursing service at Presbyterian 
Hospital, Chicago. She will take over her new 
duties September 1. 


Miss Rogers is one of the prominent nurse edu- 
cators in the United States. She is a graduate of 
Wellesley College, Wellesley, Massachusetts; a 
graduate of the School of Nursing at Presbyte- 
rian Hospital, Chicago. She received a Master of 
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Arts degree in administration of nursing schools 
from Teachers’ College, Columbia University, 
New York City. 


Miss Rogers has been assistant superintendent 
of nurses at Washington Boulevard Hospital, 
Chicago; assistant director of the School of Nurs- 
ing of Washington University and superintendent 
of nurses in Barnes Hospital, St. Louis, Missouri; 
professor of nursing and director of the John 
Sealy College of Nursing of the University of 
Texas, Galveston. 
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EDITORIALS 


Leonard Shaw 


Leonard Shaw was born in London, England, April 
21, 1904; he died in Chicago, Mlinois, February 18, 
1939. 


Shortly after taking his degree at Bristol College, 
Bristol, England, he went to Canada, and took charge 
of the hospital at Current River, Saskatchewan. He 
was later appointed superintendent of the hospital at 
Moose Jaw, and then to the superintendencp of the 
Saskatoon Hospital. Mr. Shaw's advancement in the 
hospital field was as rapid as it was merited. One pear 
ago be was selected for, and accepted, the position of 
Assistant to the Executive Secretary of the American 
Hospital Association. 


There are few among us whose personal traits, and 
whose administrative ability, combined with training 
and experience, fitted so well with executive responsi- 
bilities, as thep fitted in Leonard Shaw's life and work. 
His character was a lovable one, which endeared him to 
his associates. Jt was the kind that developed lasting 
friendships. He was a student and an authority on everp 
phase of hospital procedure. His services, his counsel 
and adbice were alwaps at the disposal of those who 
were in need. 


Lopal, sincere, worthy of everp trust reposed in bim, 
his life was ended, just when his dream of success was 
about to be materialised. His home, his family, and his 
work filled his life with those blessings which all of us 
cherish most. 


Hr. Hhaw’s life and work need no eulogy; thep ave 
most eloquent in the good thep habe brought to those 
who habe been associated with him in the advancement 
of the institutions and organisations which he bas 
helped to guide. 


In his passing the American Hospital Association has 
lost more than we can now appreciate. His work with 
the Association was constructive and enduring. The 
contributions he made to its advancement will be appre- 
ciated long after he has passed from our memory. The 
hospital field will find no more faithful worker, no one 
more lopal to its high ideals, no one more baliant in the 
support of its best traditions. 


March, 1939 


Physicians and Hospitals in a 
Changing World 


These are days of change and rumors of change 
for both physicians and hospitals. Today more 
and more is being said about socialized medicine. 
Changing economic conditions are seriously af- 
fecting hospitals, particularly in relation to their 
income. 


It is said that the day of great individual for- 
tunes is passing, and with it is passing the day 
of great philanthropies and benefactions. If true, 
this means that funds for endowment will be more 
difficult to obtain than in the good old days that 
came to an end in 1929. 


It is said that hospitals must look more and 
more to the state for subsidies and appropriations 
to meet that part of their costs which:their pa- 
tients cannot meet. There is fear that public sup- 
port of privately controlled hospitals may carry 
with it a measure of governmental control—a con- 
trol that may be subject at times to political 
influences. 


It is control of this type that is the chief bogey- 
man in the doctors’ nightmare about state medi- 
cine. That most gratifying condition, known 
as a sense of security, seems to be passing for 
both physician and hospital and its place taken 
by apprehension and uncertainty. 


Those who are optimists, at least hope that out 
of the present economic and social upheaval, there 
may come a more logical and equitable allocation 
of responsibility for the professional and institu- 
tional care of the indigent sick. There are sounder 
reasons for the assumption of this responsibility 
by the state than that it should continue to be 
borne by the medical profession and the voluntary 
hospitals. 


But relief from this responsibility cannot but 
be accompanied by changes in the relationships 
of both physician and hospital to the state. The 
full implications of such changes can only. be con- 
jectured. How they will affect the professional 
independence of physicians, the inter-relation- 
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ships of physician and patient, what effect they 
will have on medical education, medical research, 
and many other factors which are the concern of 
both doctors and hospitals, no one knows. But 
this much is known, at least by those who have 
wisdom and vision—if physicians and hospital 
administrators oppose or are hostile to the 
changes, the changes will come, and they who are 
perhaps most concerned will have had little or no 
part in determining what these changes will be. 
On the other hand, if they recognize the fact that 
they themselves are a part of the general fabric 
of a continuously evolving society, a society whose 
interests are greater than those of any profes- 
sional group or institution, and will do their part 
to help make that evolution an orderly process, 
and aid in preserving present values in so far as 
may be possible, they will at least have had a hand 
in producing the conditions under which they and 
their successors will have to live and work, and 
the hospitals to exist and function. 
J.E.R. 


A Bureau of Hospital Service and 
Research 


The next important development of the Pro- 
gram of the American Hospital Association will 
be the establishment of a Bureau of Hospital Serv- 
ice and Research. 


A committee of the Board, consisting of Dr. 
Christopher G. Parnall, Dr. G. Harvey Agnew, 
and Asa S. Bacon, has spent several months in a 
study of ways and means for the establishment 
of the Bureau. 


The Committee in its report says: 


“The need for more extensive service and re- 
search available to personal and institutional mem- 
bers of the American Hospital Association has 
long been recognized, and frequently made the 
subject of comment and discussion by officers and 
members of the Association. 


“Your Committee therefore recommends and 
urges that the Board of Trustees formulate a plan 
to establish a Central Council for Hospital Service 
and Research, and proceed without delay to pro- 
vide for the solicitation of adequate funds to 
finance such a plan.” 


With the organization of this Bureau, and its 
financing as a continuing program, the American 
Hospital Association will make one of the largest 
contributions to hospital development that is now, 
or may be in the future, possible to make. 


68 


Hospital Standards 


Standards are ideals towards which to strive, 
or criteria by which to judge quality. If they 
have been established after careful study of the 
conditions to which they are related or have 
evolved from long and effective experience they 
are more likely to have a validity than if their 


evolution has been forced, or if they have been 


developed without full consideration of all the 
factors concerned. 


There are many standards by which hospitals 
are judged or rated. Curiously enough, practi- 
cally all of them have been developed outside the 
hospital field. The American Medical Association, 
through its Council on Medical Education and 
Hospitals accredits certain hospitals as possessing 
the essential qualifications for satisfactory intern 
training, or residence in the specialties. The 
American College of Surgeons approves certain 
hospitals as having measured up to the standards 
which that organization has set up. 


There are certain national organizations of 
professional groups whose members work in, or 
receive all or part of their training in hospitals 
with established standards which hospitals must 
meet if they are to be acceptable to those or- 
ganizations. Some of these criteria are labelled 
minimum standards or requirements, which per- 
haps implies that more exacting ones are to 
follow. 


Various nursing organizations of national 
scope have studied hospitals in relation to the 
facilities they afford for satisfactory nurse train- 
ing. Certain standards have been formulated by 
which hospitals may be judged as to their fitness 
in this particular. It should be said in fairness 
to the nursing profession that they have recog- 
nized the right of hospitals to have a voice in this 
important matter and that they have sought the 
counsel of hospital administrators in formulating 
these standards. 


Hospital social workers have fixed qualifications 
which one must meet to be recognized as thor- 
oughly accredited social workers. Hospitals, 
whose directors of social work are not members 
of the national organization, meet with difficulty 
in obtaining social workers who have profes- 
sional ambitions. 


The social workers are defining their field; de- 
ciding what is and what is not hospital social 
work. Hospitals which, of necessity, may require 
their social workers to perform duties outside this 
recognized field, are likely to be looked upon with 
disfavor, and may have to be satisfied with social 
workers of inferior grade who are not greatly 
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concerned with the maintenance of their profes- 
sional standards. 


In the field of hospital dietetics, the national 
organization has fixed the educational standards 
and in some measure the curricula of schools in 
which hospital dietitians are trained. These stand- 
ards are held to be essential to professional rec- 
ognition. Hospitals maintaining such schools or 
hoping to maintain them in the future must meet 
these standards if they desire professional rec- 
ognition for their graduates. 


Hospital record librarians have become an or- 
ganized professional group, with standards which 
one must measure up to in order to become a 
member of the national organization. Hospitals 
which give training to record librarians must 
comply with the standards that have been estab- 
lished. 


All of these efforts to improve hospitals and to 
develop standards in the several professional 
groups functioning in and through hospitals, may 
be good, proper, and justifiable. They undoubt- 
edly tend to improve the quality of hospital ser- 
vice. But this fact should always be kept in 
mind—a hospital may be a good hospital, capable 
of rendering excellent service to its patients, and 
at the same time be ineligible for endorsement or 
approval by any of these organizations. For 
example, it may be too small to qualify for recog- 
nition by either the American Medical Association 
or the American College of Surgeons or to have 
a nurse training school. It may have to use 
social workers for other than the prescribed func- 
tions. It may have no interest in providing train- 
ing for dietitians or record librarians. It may be 
just a good, old-fashioned hospital, solely occupied 
with the job of giving good care to the sick who 
occupy its beds or bring their ills to its out-patient 
department. 


eee 


Modern Transportation Brings New 
Problems to Small Hospitals 


The automobile has created many problems for 
modern society. The hospital enters the picture 
with problems created by traffic accidents, such 
as the financial problem involved in caring for a 
large proportion of these accidents without com- 
pensation from any source. The rural hospital 


has the problem of providing facilities to care — 


for serious accidents that occur on the county 
highways. 


The automobile has created a peculiar problem 
for the hospital in the town within a radius of 
fifty miles of a comparatively large city. In the 
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horse and buggy era, to transport a seriously ill 
person fifty miles to a hospital was a major un- 
dertaking that required a day or more to accom- 
plish. Sometimes the patient did not survive the 
ordeal. Now he can be transported to the hos- 
pital within an hour in as much comfort as if he 
were in his own bed at home. 


The larger centers of population have the 
money to provide the necessary and more costly 
equipment that modern hospital service requires. 
These factors, in turn, account for the larger pro- 
portion of highly trained specialists in the urban 
centers. The consequence is that the big city 
hospital strongly attracts the pay patients for 
miles around. It has the same appeal for the 
free patient for the same reason, but the local 
community usually restricts payment for charity 
patients to its own hospital. 


Some people will argue that, as a general prop- 
osition, no hospital should exist within a radius 
of fifty miles of a modern large city, but there 
are other factors to be considered. The hospital 
in the small town not only provides care for the 
in-patients and accident cases, but it also exerts 
a powerful influence, through its medical staff 
organization, on the quality of medical service in 
the whole community. 


The small hospital’s difficulties, both financial 
and professional, are further complicated when, 
in addition to the strong pull that the city hos- 
pital naturally exerts on the pay patient, local 
physicians encourage their patients to go to the 
big city hospital. Physicians in the small towns 
and cities probably have greater influence in di- 
recting patients to hospitals than the physicians 
in the larger cities, where the personal relation- 
ship between physician and patient is usually not 
so close. . 


If the small town hospitals are on the approved 
list of the College of Surgeons, as they frequently 
are, they are equipped to give as good professional 
and nursing care for the great majority of ill- 
nesses as the large city hospital and at less cost 
to the patient. The quality of hospital service 
rendered in a small community depends to a large 
extent on the support and cooperation of the 
local physicians. 


The hospital can easily become the victim of a 
vicious circle, especially in a small community. 
If a hospital carries a high ratio of charity pa- 
tients it places a considerable burden on the gen- 
erosity of a comparatively poor community. This 
leads to financial difficulties, which in turn tend 
to reduce the quality of professional service and 
the quantity of charity service. 


G. L. D. 
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Public Relations Program for the Massachusetts 


Hospital Association 


OLIVER G. PRATT 


steeped in interesting history and fine 

tradition. A hospital administrator from 
the West, at the convention of the American Hos- 
pital Association, spoke of the tradition in hos- 
pitals in New England, and Massachusetts in par- 
ticular, and he stressed the value of tradition if 
handled intelligently. One of the leaders in our 
national Association stated that the whole country 
looks to New England; that here we have pro- 
gressive and constructive leadership, although not 
flashy or radical. We do have a fine tradition in 
our voluntary hospitals in Massachusetts and we 
must cherish it. 


steed in inter and New England are 


If we are to live up to our tradition we must ex- 
pend our best effort in the type of leadership that 
New England is characterized as supplying. To- 
day one of our greatest needs is an intelligently 
operated public relations program, at least state 
wide, and on a New England and national basis, if 
possible. I can visualize a national public rela- 
tions program under the direction of the Ameri- 
can Hospital Association, as mentioned by Robert 
E. Neff, which would deal in the broadest terms in 
interpreting voluntary hospital policies to the 
nation, supplemented by our sectional or state 
public relations programs reaching more into the 
detail applicable to the local situation. I am 
sure with such a plan that each individual hospital 
could well pick up the trend and handle its par- 
ticular problem with its people much more wisely 
and effectively. 


Values of a Public Relations Program 


Perhaps my term “public relations program” 
is used incorrectly, because I definitely feel that 
such an educational program needs to start with 
our hospital administrators first, with our board 
of trustees and medical staffs next, and then 
extend to the general public. I feel definitely that 
voluntary hospitals in general should give consid- 
eration to and perhaps even readjust their policy 
of dealing with their constituents. Are we admin- 
istrators, trustees, and doctors conscious of this 
altered situation, and are we actually doing some- 


Presented at the meeting of the Massachusetts Hospital Asso- 
ciation, Boston, November 4, 1938. 
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thing about meeting it? The American Medical 
Association and American Hospital Association 
have demonstrated a broad and much more liberal 
point of view, and without question this same atti- 
tude of liberalization will trickle down through to 
each and every hospital in the country. ° 


I personally feel that it is definitely the respon- 
sibility of the American Hospital Association to 
interpret those policies on a nationwide basis. Per- 
haps the American Hospital Association needs but 
our active interest and leadership to inaugurate 
such a plan. When we are all completely and uni- 
formly educated relative to these more liberal 
policies, and have an appreciation of the effect of 
these policies on our institutions, then, and then 
only, can we present to the people intelligently 
our story of the present day voluntary hospital. 


People are interested in getting the straight 
story and knowing the facts about voluntary hos- 
pitals, and it is our job to supply this informa- 
tion. Certainly we do not care to sit by and 
permit theorists and politicians to develop public 
opinion when we are the ones qualified to do it 
in such a manner as to safeguard our system of 
voluntary hospitals which is outstanding. in. the 
world. The publicity that has developed as a result 
of certain governmental interests in our field 
might lead one to believe that our job has not been 
well done. Certainly our hospitals have done an 
excellent piece of work, and the voluntary hospital 
system of the country should continue to flourish 
and serve the people. A positive, constructive, 
educational program is therefore necessary. Such 
a plan of education is not an innovation; in fact 
we are practically the last to consider such a plan. 
The United States Chamber of Commerce is start- 
ing on a plan of public relations; the mutual sav- 
ings banks of Massachusetts, primarily service 
organizations, appreciate the need for an organ- 
ized program of education; and the Blue Cross is 
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developing a nationwide plan of public relations. 
We, the hospitals of the country, have an excellent 
commodity to sell. It has human and popular inter- 
est, and newspapers would gladly give us space. 


Need for a Public Relations Program 


Certainly the need for such an educational pro- 
gram must be apparent. When the patient pays 
his bill and feels he is making a contribution to 
the hospital, when a citizen coming to the hospital 
sees no reason why he should pay for hospital 
service because he has read of a large bequest to 
the hospital and thinks the hospital is rich, and 
when the National Hospital Conference presents 
certain of its recommendations, we have concrete 
evidence of the fact that the real story about hos- 
pitals is not adequately known or appreciated. 
Certainly a systematic state-wide, well-organized 
plan that has continuity and works toward definite 
objectives is what we should consider. It is the 
responsibility of each and every -hospital admin- 
istrator to be thoroughly realistic concerning the 
situation as it is today. He should be anxious to 
demonstrate emphatically that situation to his 
trustees, in order that they in turn can bring it to 
the attention of the public. It is our responsibility 
as an association to be of service, in this important 
task, to the hospitals of Massachusetts through 
the individual administrator. 


Method of Presentation 


The procedure for such an enterprise should be 
fairly simple, although varied. Newspapers, both 
metropolitan and local, would be pleased to handle 
any well presented hospital material. Interesting 
studies could be made which would be subject mat- 
ter for special newspaper releases and for printed 
material to be circularized. The radio would be 
available, I am sure, for hospital information, but 
in preparing radio presentations we must keep 
in mind the high standard of commercial pro- 
grams. Contacts with the moving picture indus- 
try, I know, provide opportunities, and a speakers 
bureau for meetings with different organizations 
as well as meeting the demands of radio time, 
would be most important. I feel quite confident 
that a plan could be worked out with Rotary, 
Kiwanis, and other service groups, the State Fed- 
eration of Women’s Clubs, and other state-wide 
organizations having local units, to present a 
state-wide hospital program among all of their 
organizations. Local talks could not have the value 
that such a program would have, properly devel- 
oped, with united state-wide effort, which would 
certainly have much more continuity and would 
be far-reaching in its ramifications. 
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Our Hospital Day activities are of real value 
and should be developed even more, as one valu- 
able feature in such a broad program. 


To sum up the method of presenting such a 
public relations program in order to attain the 
result we desire, we cannot depend upon our pres- 
ent system of public education, which is rather 
haphazard, spotty, and of local effort, without 
adequate correlation; we must develop a state- 
wide program with continuity, through organiza- 
tion, and consistent direction toward careful’ 
selected objectives. 


To develop such an extensive program of public 
relations or public education, I feel we need an 
enthusiastic and sound thinking committee guid- 
ing a paid representative trained in this field. A 
committee could never attend to all the details 
involved in such a program. A paid, trained agent 
is the only solution if we wish to do a real piece 
of public education. Printing and postage and a 
paid worker would constitute the main expenses, 
as radio time and newspaper releases would be 
carried as news without cost. We might assume 
that the cost of a public relations program for the 
Massachusetts Hospital Association would be from 
$5,000 to $10,000 for the coming year. With one 
hundred hospitals or more, this would mean an 
appropriation by each hospital of $50 to $100, or 
on the basis of adult beds, $1 per bed per year. 
After a definite plan is developed on paper, any 
hospital trustee will appreciate that $50 or even 
$100 would be a nominal sum for his hospital to 
contribute for the good derived from such an edu- 
cational program. If he is a business man he will 
compare this amount most favorably with his 
advertising cost. 


Benefits 


The benefits of such a public relations program 
are many. The effect on future legislation, the 
development of financial support, cooperation with 
the Blue Cross, and the correction of misconcep- 
tions relative to hospitals are, of course, impor- 
tant, but fundamentally the real value is in de- 
veloping properly informed public opinion that 
will safeguard the future of our voluntary 
hospitals. 


It would be helpful, of course, if the national 
association could develop a skeleton outline for a 
program for an educational campaign or program 
that would tie in the interpretation of the broad 
policies by the national association and the pick- 
ing up of these and carrying through of the detail 
by the local associations so that there would be 
some degree of unified program throughout the 
country but adapted to the particular needs of 
each section. 
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I therefore recommend for your consideration: 


1 That this Association urge the American Hos- 
pital Association to develop a more forceful and 
complete program of education that would in- 
terpret new trends and policies to the hospitals 
of the country for their guidance, and to the 
people at large for the purpose of developing a 
constructive, hospital-minded public action. 


2 That the Massachusetts Hospital Association 
authorize and instruct its trustees to: 


a Study the problem of a public relations 
program 


b Outline a plan of procedure 


c Estimate its cost and develop a plan to under- 
write it 


d Confer with the American Hospital Associa- 
tion, the Massachusetts Medical Society and 
the Associated Hospital Service Corporation 
for the purpose of securing their cooperation 
and guidance in developing the most effective 
and mutually satisfactory program. 


And finally I recommend that when the above 
studies have been completed, and when the trus- 
tees feel the time is propitious, we, the Massachu- 
setts Hospital Association, embark on a program 
of public relations. 





a 


C. J. Cummings Completes 20 Years as 


Superintendent Tacoma General Hospital 


C. J. Cummings, one of the best known hospital 
administrators on the Pacific Coast, was honored 
by the Board of Trustees of the Tacoma General 
Hospital, Tacoma, Washington, upon the occasion 
of the completion of his twentieth year as admin- 
istrator of the Tacoma General Hospital. 


Mr. Cummings is a native of Minnesota and 
went to Tacoma early in 1918. On November 15 
of that year he was appointed administrator of 
the Tacoma General Hospital. 


Mr. Cummings has been an active and interest- 
ed member of the American Hospital Association ; 
he has served as vice-president and as chairman 
of several of the Association’s committees. He is 
a charter member of the American College of Hos- 
pital Administrators, a member of its board of 
trustees, and is at present Regent of the Pacific 
Coast District. He is president of the Washington 
State Hospital Association, and is a member of 
the Board of Trustees of the Tacoma General 
Hospital. 


S. M. Jackson, who has been president of the 
Board of Trustees of the Tacoma General Hospital 
for the past twenty-seven years, and C. J. Cum- 
mings have made this institution their chief in- 
terest. In speaking of the work of these two men, 
Dr. W. Weldon Pascoe, chairman of the Medical 
Advisory Board, said: “The present status of the 
hospital is largely the result of the untiring ef- 
forts of these men, and they may be justly proud 
of work well done.” 


As a token of their high esteem, the Medical 
Advisory Board presented Mr. Cummings with a 
silver plaque. At the top was inscribed, ‘Honor, 
Achievement, Loyalty,” followed by the hospital 
crest and the names of the executive committee 
of the Board of Trustees of the hospital and mem- 
bers of the Medical Advisory Board. 
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The Physicians’ Art Exhibit 


The American Physicians’ Art Association, 
composed of members in the United States, 
Canada, and Hawaii, will hold its second Art Ex- 
hibit in the City Art Museum of St. Louis, May 
14, 20, 1939, during the annual session of the 
American Medical Association. Art pieces will 
be accepted for this exhibit in the following 
classifications: (1) oils—(a) portrait, (b) land- 
scape; (2) water colors; (3) sculpture; (4) photo- 
graphic art; (5) etchings; (6) ceramics; (7) pas- 
tels; (8) charcoal drawings; (9) book-binding; 
(10) wood carving; (11) metal work (jewelry). 
Practically all pieces sent in will be accepted. 
There will be over sixty valuable prize awards. 
For details of membership in this Association and 
rules of the exhibit, kindly write to Max Thorek, 
M.D., secretary, 850 Irving Park Boulevard, Chi- 
cago, or F. H. Redewill, M.D., president, 521-536 
Flood Building, San Francisco, California. 


—_——<@—___ 


The Voluntary Hospital in England 


“There are some who think that the era of the 
voluntary hospital is passing. I do not agree with 
them. I believe the voluntary hospital is as essen- 
tial to this country’s well-being today as ever it 
was. It still stands as a great fortress of teaching 
and research, as well as of efficient treatment, and 
it is a centre where the spirit of medicine can 
live in freedom. That is what appeals to me.” 


“T have spent the greater part of my life in 
and about hospitals, and I would regard it as a 
great calamity if the voluntary hospitals as an 
institution dropped out of our British life. Let 
me say that again. The spirit of medicine can 
live in freedom, owing no allegiance to political 
doctrine, nor to State expediency.” 


—Lord Horder in an address before the 
British Contributory Schemes Association 
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Principles of Hospital Planning With Special 
Reference to the Small Hospital 


WILLIAM H. WALSH, M.D., F.A.C.P. 


pitals of the American Medical Association 

has enunciated certain reasonable minimum 
standards as requisites for the registration of a 
hospital, however small—and it would therefore 
seem appropriate in discussing the subject of 
planning to assume that the design of any hos- 
pital must be such as to embrace those designated 
facilities which will contribute to eligibility for 
registration. Manifestly, time is not afforded 
here to present all of the details of hospital plan- 
ning, and so on this occasion we will only attempt 
to offer a few suggestions as to the accepted 
method of approaching a planning program, and 
specific mention of a few of the essentials to be 
remembered in planning the small hospital will 
be made. 


Te Council on Medical Education and Hos- 


While the fundamental principles of the plan- 
ning of the small hospital are identical with those 
of the larger institution, there are certain per- 
plexing problems encountered in the former, due 
to the limitation of both funds and space. For 
the purpose of this discussion, however, because 
of the difficulty of classification, it may be as- 
sumed that our comments refer to all hospitals 
excepting where specific reference is made to the 
small hospital. 


Preliminary Survey 


An intelligent approach to a hospital planning 
program can only be made by a careful survey of 
the actual needs for hospital accommodations in 
the particular community. Public interest, con- 
venience and necessity are primary considera- 
tions which, while given little or no attention in 
the past, will have to be carefully weighed in the 
future to avoid the uneconomic duplication of 
facilities now existing in some communities, re- 
sulting from a disregard of this vital factor. 


In addition to the determination of the actual 
need for a hospital and the approximate number 
of beds required, the preliminary survey should 
secure factual data from which the type of hos- 
pital best suited to the community may be deter- 
mined. For example: the requirements of a 
highly industrialized area will differ considerably 
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from those of a high class residential section, 
while a hospital intended for locations populated 
by very low income groups will present widely 
differing problems. 


The population trends of the community should 
be carefully studied in order to secure some idea 
of the possibility of such future increases as may 
demand additional accommodations. In estimat- 
ing the population to be served by a hospital in 
an urban community it is necessary to take into 
consideration not only the local population, but 
also that contained in the metropolitan area 
served by public utilities. 


The value of a hospital, large or small, will 
depend upon the calibre of the professional men 
who compose its medical staff, which is the back- 
bone of the institution. A survey, therefore, 
should appraise the professional credentials and 
standing of the doctors who are to constitute the 
staff. Needless to say, if there is not a sufficient 
number of reputable practitioners in a community 
to properly staff a hospital, and others cannot be 
readily secured, it would be folly to proceed 
further with such a project. 


After the completion of a survey of the type 
mentioned, the report should be submitted to 
whatever local agencies may be interested, such, 
for instance, as the Hospital Council, if there is 
such an organization, or the Council of Social 
Agencies, the local medical society, the Chamber 
of Commerce, and such other civic bodies whose 
support in the venture is essential. If, after 
presentation to such bodies, the project receives 
the stamp of approval, the sponsors may then 
proceed with the assurance that it is launched 


-upon firm foundations and will commend public 


interest and support. If it cannot command such 
approval, it would be wise to defer action until 
every reasonable objection can be met. 


No individual or group, whatever the motives, 
is justified in foisting upon a community a 
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hospital which is intended to be supported by vol- 
untary contributions, without first ascertaining 
the real need and desirability for such an institu- 
tion and securing unmistakable public approval. 
A hospital that is established without these pre- 
cautions is not in the public interest and may 
become more of a liability than an asset. 


The Architect 


Because of the highly specialized nature of a 
hospital building, it is of material advantage to 
select an architect who has had experience in 
planning that type of structure. A hospital is an 
intricate and involved building operation in 
which, contrary to the usual practice, the archi- 
tect is unable to commence his labors by the 
visualization of an exterior design. His in- 
genuity is taxed to the limit in an endeavor to 
combine aesthetics, architecture, and engineering, 
and to conform facades and elevations of sym- 
metry and beauty without waste or architectural 
superfluities, to a predetermined interior layout 
over which he has little control. The engineering 
features of a hospital, both structural and me- 
chanical, are so involved and the design so com- 
plicated that the architect who is successful in 
obtaining low building costs, and equally impor- 
tant, low operating costs, must possess that de- 
gree of skill which will enable him to approach 
the problem from the functional standpoint, de- 
laying the study of elevations and architectural 
exteriors until floor plans are definitely deter- 
mined. The chief advantage in selecting an archi- 
tect who is familiar with hospital design and 
construction is his ability to reduce building costs 
without sacrificing quality, and his comprehension 
of the importance of functional details. 


Nothing can be more unfortunate in a hospital 
project than the failure to select a competent 
architect, and it may be remarked that club, 
fraternal, religous, racial, or social affiliations do 
not, ipso facto, constitute reliable architectural 
credentials. We might further suggest the im- 
propriety of selecting an architect who, at the 
same time, is a member of the controlling board, 
since under these circumstances such a board 
member is placed in a position to personally profit 
from the use of trust funds, and his selection is 
likely to be made through favor rather than by 
qualifications. The wisest advisers in the hospital 
field, nor all the assembled literature on planning 
cannot compensate for the immature, unskilled 
or incompetent architect—a fact too often ob- 
scured by overestimating the value of information 
sometimes procured by hospital building commit- 
tees at great expense. 


Urgent reasons, therefore, impel those who are 
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charged with the responsibility of establishing a 
hospital, to select architects who have had ex- 
tensive experience in this specialty, who maintain 
an organization and facilities adequate to carry 
through such a complex undertaking, and who 
possess those other attributes of personality and 
character so essential in the delicate and varied 
relationships involved. 


The Consultant 


The utilization of the services of a qualified 
medical consultant commences with the original 
survey of a hospital project, the report of which 
should embrace sufficient information to formu- 
late a comprehensive planning program. The 
qualifications of a medical consultant on hospital 
planning are exacting, and his success depends 
upon his ability to coordinate and apply all avail- 
able information bearing upon a _ particular 
project, to thoroughly understand all of the tech- 
nical details of professional service, and to trans- 
mit and interpret these to the architect in a com- 
prehensible manner. The consultant should be 
skillful in analyzing community needs, and in de- 
vising ways to meet them that are socially sound 
and economically feasible. The consultant is not, 
and should not pretend to be, either an architect 
or an engineer, and a very definite understanding 
of his own limitations in this respect is essential 
to harmonious relationships. It must be conceded 
that the generic function of the architect is the 
proper housing of the human race—in sickness 
and in health—and, although we cannot too 
cogently stress the need for the technical aid of a 
competent medical consultant in hospital plan- 
ning, it is equally desired to serve a warning to 
those neophytes whose smattering knowledge of 
line drawings of floor plans leads them to a mis- 
taken estimate of their own knowledge of struc- 
tural and mechanical details. On the other hand, 
the medically informed consultant, with a back- 
ground of hospital administrative experience, who 
is devoting his career to the specialty of hospital 
planning, contributes services of inestimable 
value to the undertaking by collaborating with 
the architect and advising the owners. 


Aesthetic Phases of Planning 


Since it has been so well established that there 
is an intimate relation between discordant aes- 
thetic conditions in color, line, and form, and the 
physiological and psychological reaction of the 
patient, it becomes the duty of the architect and 
consultant to eliminate, so far as is practicable, 
those ugly and disturbing surroundings frequent- 
ly encountered in hospitals, and to add, by artistic 
handling, such elements of color and beauty as are 
pleasing to the senses. Speaking on this subject 
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some years ago, a famous architect* pointed out 
that the Aesculapian Temples of Healing were 
shrines of beauty, and he asked the pointed ques- 
tion: “Is it right that the sense of beauty should 
receive full communion in God’s Cathedral of 
Notre Dame, and a block away be cast out like 
some dreaded heretic from the Hotel Dieu?’ 
Every effort, therefore, should be made by all 
concerned to beautify exteriors, to make interiors 
cheerful; disturbing contrasts should be elimi- 
nated, and the hospital as.a whole should be de- 
signed to produce a soothing and agreeable re- 
action. 


Selection of the Site 


The selection of the hospital site is of such 
paramount importance that this factor should be 
embraced within the consultant’s original survey, 
and that report-should clearly outline the prin- 
ciples to be observed in deciding upon a location. 
Very briefly it is suggested that the following 
criteria guide the selection of any hospital site: 
availability, cost, dimensions, accessibility, public 
utilities, nuisances, topography, orientation and 
exposures, frontages, and fire hazards. After 
each of these factors has been thoroughly ex- 
plored, and relative values applied to the sites 
proposed, one will usually emerge as the most de- 
sirable. It should be stated in this connection 
that the cost as well as the future success of the 
whole hospital program may depend upon the 
prudence exercised in securing an advantageous 
location. 


Preliminary Studies 


Thus far, we have reached the stage where the 
necessity for a new hospital has been determined 
after an analytical survey of the community needs. 
Funds are available, a site has been selected and 
qualified architects and a medical consultant have 
been engaged. We are now ready for the inten- 
sive consideration of the basic problems involved 
in the economical and efficient planning and con- 
struction of the hospital. 


It is generally agreed that the fate of any 
building project is largely dependent upon the 
time, effort, and study applied to those prelimi- 
nary sketches upon which subsequent procedures 
are based. In the case of the hospital, such pre- 
liminary studies are particularly concerned with 
the perfection of vital functional details, which 
affect not only the cost and utility of the struc- 
ture, but also many of the architectural and engi- 
neering features. The studies incident to the 
preparation of preliminary sketches should be 





Note: *Grosvener Atterbury, F.A.F.A., Transactions, Ameri- 
can Hospital Association, Vol. "XXIII, 1916. 
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pursued by the collaboration of the owners, pro- 
fessional staff, institutional personnel, the archi- 
tects and engineers, all coordinated by the 
medical consultant who acts as adviser to both 
owners and architects. All ideas or suggestions 
then proposed are correlated by the medical con- 
sultant and from these data, together with his 
own independent studies, he formulates a planning 
memorandum for the architect, outlining in some 
detail the general and special requirements, the 
disposition and division of space, the location and 
articulation of departments, the size and location 
of service facilities, the space required for tech- 
nical equipment, and such other additional. in- 
formation as may be calculated to aid the archi- 
tect in his preliminary drawings. 


The first planning memorandum should indi- 
cate whether or not an out-patient service is to 
be provided, the manner in which patients should 
be received and discharged; the division of pro- 
fessional services and their relation to one an- 
other; the system of nursing to be adopted; con- 
sideration of isolation and psychopathic accom- 
modations; the type of food service most practical ; 
the extent and location of maternity facilities; 
the number and size of operating rooms; the need 
for a casualty suite; the accommodations to be 
provided for nurses; data on the heating plant 
and laundry, the number and location of entrances 
and exits. These and numerous other important 
details must be intensively studied and their 
solutions determined by a competent person inti- 
mately acquainted with professional and adminis- 
trative implications, before active steps can be 
intelligently taken in the actual drafting of plans. 


When preliminary sketches have been prepared 
which are sufficiently clear and comprehensive 
for the often untrained eyes of the members of 
the board, and the medical and nursing personnel, 
they may be photostatically enlarged and fully 
explained to all interested. At this time unrea- 
sonable demands must be met by clear and con- 
cise explanations of the objective sought, the 
conflicting and divergent views of staff members 
must be reconciled, and the reasons for innova- 
tions fully justified by the consultant. A disposi- 
tion should be shown to agree to any reasonable 
change in layout to meet a particular need that 
is not too costly and does not radically interfere 
with efficient function. 


It may be, and often is necessary to submit 
several sets of preliminary sketches and the archi- 
tect should be willing to make as many sketches 
within reason as may be required to satisfy all 
of those interested that they understand exactly 
how the interior is to be designed. We then have 
reached a point where rough cost estimates may 
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be ascertained and final working drawings com- 
menced. 


Working Drawings and Specifications 


The preparation of final working drawings for 
a hospital is a time-consuming task which should 
not be commenced until all major problems of 
planning and design have been satisfactorily 
settled, thereby permitting this work to proceed 
uninterruptedly. It must be remembered that 
once these drawings have been completed, subse- 
quent changes involve considerable expense and 
loss of time. Forethought and vigilance of the 
architect and consultant should reduce such 
changes to a minimum. 


The building contractor makes his estimates 
for bidding upon the working drawings and speci- 
fications, and it is therefore essential that 
scrupulous care be exercised in the execution of 
these to avoid supplementary costs and charges 
for extras by the contractors, attributable either 
to insufficiently studied preliminary planning, or 
to incompleteness of drawings and specificatiors 
and failure to indicate fully all details or explana- 
tory information needed for a clear understand- 
ing by the contractor in estimating. 


Equipment Schedules and Specifications 


As the architects’ working drawings proceed, 
the medical consultant should be preparing sched- 
ules of furnishings and equipment involving a 
study of the plans from the basement to the roof, 
the spotting of every item required and its de- 
scription by precise specifications. Because of the 
hospital experience of the consultant and his inti- 
mate knowledge of the exact use of the equipment 
necessary he is the logical person to be entrusted 
with this responsibility. 


Bids and Construction 


The completeness of plans and perfection of 
design may be of little avail unless competent 
building contractors are engaged, since the appli- 
cation of the professional skill of the architect is 
so dependent upon the character and ability of the 
contractors. It is, therefore, in the interest of 
the owners to delegate exclusively to the archi- 
tects the responsibility of selecting contractors 
considered worthy and capable of bidding on the 
work. Competition, of course, is always desir- 
able, but bidding ought to be limited to those 
firms whose organizations, credit, and qualifica- 
tions are comparable. When several bids are re- 
ceived, extreme care should be exercised in their 
examination to make sure that all are bidding on 
exactly the same units, and, where alternates are 
proposed, they should be explicitly identified so 
that the architect will have no difficulty in ap- 
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praising comparative values. While contractors 
are figuring on bids no changes or revisions on 
plans or specifications should be made unless un- 
avoidable, since any modifications at this stage 
may lead to misunderstandings. After bids have 
been accepted, contracts awarded and work 
started, there should be required the most rigid 
compliance with the plans and specifications and 
it is the duty of the owners to support the archi- 
tect in the endeavor to enforce his rulings in any 
controversy that may arise. 


Financing and Control 


A hospital may be financed from taxation, from 
a private bond issue, from small voluntary con- 
tributions, or from specific bequests. Whenever 
it is possible to utilize the voluntary contribution 
method there is a greater likelihood of enlisting 
the enthusiastic interest and support of the com- 
munity. In the case of the tax financed hospital, 
we strongly urge that efforts be made to have 
enacted an enabling statute setting up a board of 
trustees so as to remove the institution as far as 
possible from the stifling effect of partisan polit- 
ical manipulation. 


The establishment of a community hospital by 
the floating of a bond issue by private groups is 
only justified when no other method is feasible 
and where the project is widely endorsed by al! 
of the professional and social agencies in the 
community. It would seem to us that if a com- 
munity really wants a hospital it will establish 
one by voluntary contributions or bring it into 
existence through the electorate, and we believe 
that there is never justification for any group, 
pretending to be eleemosynary in character, to 
deliberately saddle the burden of capital charges 
onto the prospective patient without his knowl- 
edge and consent. When such obligations are in- 
curred without public approval, they should be- 
come the direct and exclusive responsibility of 
the group incurring them. 


Much might be said here with respect to the 
governing body of the hospital, but in the belief 
that this subject will be ably covered by another 
speaker, it will suffice to here suggest that care 
should be exercised in selecting scrupulous, public 
spirited men and women who are endowed with 
keen social perceptions and who are willing to 
accept the precept that trustees of an eleemosy- 
nary institution shall not profit financially from 
the operation of the hospital. 


Estimating the Cost of a New Hospital 


Prior to the completion of the working draw- 
ings and the equipment schedules of a hospital 
building project, it is impossible to accurately de- 
termine its exact cost but, of course, it becomes 
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necessary in every proposed new hospital pro- 
gram to roughly estimate costs even before plans 
are commenced, and various methods are used 
to obtain such figures. 


In considering the costs of hospital construc- 
tion it should be assumed that the structure will 
be built of fire-resisting materials and that there 
will be embraced within the plans those units and 
the essential equipment necessary to qualify the 
institution for registration by the Council on 
Medical Education and Hospitals of the American 
Medical Association, and approval by the Ameri- 
can College of Surgeons. 


It is not unreasonable to assume that since a 
hospital is a permanent structure, it should be 
built for permanency, it should be architecturally 
pleasing to the fullest possible extent, and so de- 
signed as to assure efficient and economical func- 
tioning, as well as future expansion without 
marring the architectural lines. 


Hospital construction costs are affected not only 
by the structural elements, by the methods of 
planning and the utilization of space, but also by 
the extent and quality of built-in equipment, the 
ability and experience of the architect, the struc- 
tural and mechanical engineers, and numerous 
other factors which deserve the most careful 
consideration at the outset of the project. 


There are two common methods of roughly 
computing construction costs prior to ascertain- 
ing the more exact estimates readily obtained 
after plans are completed. One by the cubage 
method, and the other upon the basis of the cost 
per bed. But here again the style of architecture 
has a direct bearing, as has also the type of in- 
stitution desired ; the number of private and semi- 
private rooms and wards; the space allotted for 
service facilities and that set apart for scientific 
research. Thus, it follows that the cost of con- 
struction varies in the same manner as does that 
for private homes, which may run from $15,000 
to $60,000 and more for houses appearing to the 
casual observer to be almost identical. We must 
constantly remember, therefore, in comparing 
the costs of different hospitals that relative 
values can be ascertained only after a careful 
analysis has been made of all of the factors herein 
mentioned. It is seldom that two hospitals are 
identical and this fact emphasizes the unreliabil- 
ity and inaccuracy of often quoted cost compari- 
son of different hospitals of the same bed 
capacity, but without that essential exposition of 
details upon which only fair comparisons can be 
made. 


Calculating costs on a cubage basis, it is neces- 
sary to determine the number and type of beds 
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to be provided and the number of cubic feet that 
must be reserved for each bed. That is to say, 
not only the actual cubic space occupied by the 
bed itself or the private room, but also that of 
the halls, stairways, elevator shafts, service 
rooms, surgical and obstetrical suites, x-ray and 
laboratories, administrative offices, kitchens, 
storage, and other space not used for beds which 
often closely approximate 70 per cent of the mod- 
ern hospital for the acutely ill. From our own 
experience, combined with that of several hospital 
architects, we know that cubage allowances run 
from 5,000 to 8,000 cubic feet per bed and, using 
the median of these, it may be assumed that it is 
possible to build a general hospital for acute cases 
with an allowance of 6,500 cubic feet per bed. In 
both the chronic and the special hospital, and also 
for nurses’ homes lower cubage estimates may be 
used. In estimating cubage for multi-storied 
buildings it is customary to allow not less than 
12 feet between floors, which will allow for ceil- 
ings of adequate height on all floors. 


Hospital construction costs differ in various 
communities according to the labor and material 
markets, and further variations result from the 
differing abilities of architects in the selection of 
materials. Costs for the type of construction we 
have in mind will, therefore, vary all the way 
from 45 cents to 95 cents per cubic foot. At the 
present time in most parts of the Northern sec- 
tion of the country we believe a small general hos- 
pital can be constructed for approximately 55 
cents a cubic foot, but the factors affecting cost 
are so constantly changing that too much reliance 
should not be placed upon that figure. 


A fifty bed hospital, therefore, with an allow- 
ance of 6,500 cubic feet per bed, at a cost of 55 
cents a cubic foot, will cost $178,750 for con- 
struction, or a cost per bed of $3,575. This would 
include a low pressure heating plant and laundry 
room built into the structure. 


To the above figures there must be added the 
fees of the architect and consultant which will 
usually be about 6 per cent of the total cost of 
the project, and the cost of the furnishings and 
equipment. The cost of the latter is subject to the 
widest variations. To provide a fifty bed hos- 
pital with modest furnishings and the minimum 
of equipment required to conduct a modern hos- 
pital, an outlay of not less than $40,000 will be 
necessary. 


Summing up the items mentioned we have a 
cost of $229,475, which increases the cost per bed 
to $4,589, but does not include any landscaping, 
walks or roads that might be required although, 
when not too elaborate, this cost can be met 
within the amount stipulated. 
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We have not considered a nurses’ home whose 
cost would be considerably lower per bed than the 
hospital, since much less space is. required for 


services and a less costly type of ene is: 


satisfactory. 


The foregoing data when intelligently used, 
will furnish sufficient information to calculate ap- 
proximate costs early in a hospital project, but 
unless all of the factors mentioned and others are 
considered, misleading figures will result. For 
example: we have not mentioned the cost of a 
site which may amount to as much as 20 per cent 
of the cost of the project. Nor have we estimated 
the increased costs that may result by reason of 


failure to render full and.complete plans and 


specifications, thereby compelling contractors to 
guess. at: costs, and such guesses are. invariably 
high. The method of financing the project may 
also materially affects costs, as will the location of 
the institution with respect to the part of the 
country, or whether urban or suburban. 


We have merely attempted to here indicate 
methods and principles of computing preliminary 
estimates and again we emphasize the point that 
truly accurate information. on the cost of a hos- 
pital is that obtained only after a project is com- 
pleted .and all factors. sasunteeied costs are pre- 
sented. : 


(The continuation of this article will. be published. in 
our April issue.) 
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Splint Rooms 


The location or arrangement of the splint room 
is of less importance than its management. If it 
is just to be a storage room it is liable to become 
more a hindrance than a help. If it is definitely 
confided to the care of a single individual who is 
both competent and systematic it will be quite as 
popular as the central dressing room. 


To permit good management of the room, ade- 
quate space and storage arrangements are of 
course necessary. There should be shelves for the 
smaller pieces, and racks or hangers for such 
clumsy pieces as crutches, splints, extension 
splints, Bradford frames, Balkan bed attachments, 
etc. 


The planning of such a room should begin with 
an inventory of the types of splints in customary 
use. From this can be prepared a classified list 
and space allotment for the stock usually on hand. 
Shelves should be wide from front to back—16 
inches at least, to permit the storage of the smaller 
items end on, that is, crosswise to the shelf. 
Hangers should not only be rugged and solidly 
fastened but should project far enough from the 
wall to save wall space by hanging more than one 
piece on a hook. So-called “harness hooks,” pro- 
jecting eight to ten inches, serve very well. 


Most important of all is a work space—a table 
of work bench height. All returned pieces should 
go first to this work bench to be cleaned and re- 
fitted, missing or defective parts replaced and the 
entire apparatus reassembled ready for use before 
it is stored. 


In connection with the bench there should be 
cupboards or bins for storage of a supply of cords, 
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straps, and small parts such as extra clamps, set 
screws, etc. A bench vise, a few wrenches and 
pliers will be found of assistance and save fingers 
on tight.or rusted or “gritty” screws. 


If the hospital has a central dressing room the 
splint room can best be operated as a part of that 
department. In any case a complete “charge out’’ 
and “credit in” system should be maintained. 
Each appliance should be charged to the ward, 
patient, and doctor for whom supplied. This can 
be arranged on a regular charge slip, to be de- 
stroyed when appliance is returned. Another 
method is to make a card for each appliance and 
keep it in an “in” file when appliance is in, in an 
“out” file when out, patterned somewhat after the 
familiar loan library system. 


Almost all hospitals make a practice of charg- 
ing the patient for all but the more inexpensive 
types of splints. These are charged and collected 
for at cost, either at time of issue or at time pa- 
tient leaves the hospital, and a refund of from 
one-third to two-thirds of cost is given to the 
patient when the splint is returned, if in fairly 
good condition. 


If there is no central dressing room, any dry, 
well ventilated room will serve. If it is too in- 
conveniently located, doctors may sometimes be- 
come impatient at delay in securing desired ap- 
paratus. But the impatience at this delay will be 
small compared to that shown if they find the 
appliance improperly assembled or lacking some 
vital part when they attempt to use it. There- 


fore, adequate space for refitting and preparation 
is an even more important item in choosing loca- 
tion than is mere convenience to the wards. 
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The Greater New York Hospitals Agree Upon 
Charges for Services Rendered in Work- 
men's Compensation Cases 


WILLIAM B. SELTZER 


allowances for medical and hospital care 

under the state workmen’s compensa- 
tion laws, the problem of hospital charges for the 
care of workmen’s compensation cases has been 
a perplexing one in many cities and states. The 
problem was particularly perplexing in the City 
of New York. There was a definite variable in 
the per diem rate charged for workmen’s com- 
pensation cases in different New York City hos- 
pitals. 


A LTHOUGH there is a great similarity in 


About one and one-half years ago, the Greater 
New York Hospital Association, feeling that the 
hospitals were giving care to workmen’s compen- 
sation cases at a charge less than the cost of serv- 
ice rendered, initiated on behalf of the hospitals of 
Greater New York, a movement to secure an 
agreement by which the payment of hospital care 
for this class of cases by the insurance company 
would be uniform, and would compensate the 
hospitals fairly for the services rendered. 


Recently, through their Public and Medical Re- 
lations Committee, an agreement has been reached 
establishing the per diem rate at $5.25 plus 
charges for extra services as agreed upon. 


The following rate schedule has been accepted 
by both the insurance company group and the 
hospital group, with the result that there has been 
marked improvement in the relations between the 
hospitals and the insurance companies, and that 
many hospital bills due for six to nine months 
have been settled. 


This schedule of fees under the approved agree- 
ment between the Greater New York Hospital 
Association and the member companies of the 
New York Compensation Insurance Rating Board 
should be of large interest to hospitals as well as 
to insurance companies in other states. 


I Hospital Rate 


1 It is proposed that the daily per diem rate 
for bed, board, routine nursing, ordinary dress- 
ings and drugs in the care of routine compensa- 
tion cases shall be $5.25, effective January 1, 1939. 
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2 Difficult or unusual cases requiring special- 
ized treatment, A & A. 


3 Other rates as follows: 


PRM AMEO Reich 55d wen wera eee euceaan A. & A. 
Operating Room— 
Major or Plaster Room—With 
GUGM s catuene Gc adeoeneaewd $15.00 


Operating Room— 
Minor or Cystoscopy Room— 


WIRED  ATIORONINE ao. 60 ns Seen cw eee 10.00 
‘Without anesthesia: .. 66 oc ckccccece 5.00 
Crutches, mechanical splints and special 
RUGNMEUES sos cence cd ecuaweascauwns Deposit of cost 
DIMMGE CARES. o 5 icc uviedecns wtdandwweess Cost of plaster 
PPE RII 5c cccte dec weaceaecenaeeas Cost of plaster 
Special Nurses (graduate)............ Private rate 
SRG OUN So onc creas ccancnawe Add $1 for meals 
ES HOUR QUES so cw ie occ eecneouwacicaee Add $1.50 for 
meals 
Oxygen therapy machine (tent)....... $1.00 per hr. in- 
cluding oxygen 
Cowen mneistigit 2.0’. scene suaes Cost of oxygen. 
Limit $15.00 per 
day 
OMVROM TOON «6 adic nto cuewendeemeavaus A.& A. 
Special prescriptions (sera and medi- 
CHORD co ccccc as evevsncsecnusacasys Cost to hospital 
or A, & A. 
Blood tiariahiane: s s.é ccs ese wredsee es Regulation don- 


or’s Bureau fee 
plus O. R. if 


used 
Radium and deep therapy............. A. & A. 
E. K., Basal, X-ray, P. T., anesthesia 
and laboratory charges ............. Will accept rates 


as filed with In- 
dustrial Com- 
mission by the 
Medical Society 
of the State of 
New York. 


4 It is proposed that any outstanding charges 
as of January 1, 1939 shall be cleared by the 
insurance carriers at the rates mentioned. 
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5 It would be understood that hospital bills in 
long period cases would be forwarded to the em- 
ployer or insurance carrier every thirty days er 
at the end of each calendar month, as the hospital 
might prefer, rather than wait until the pa- 
tient was discharged from the hospital and then 
render a bill for the total duration of the stay 
as has been somewhat the practice in the past. 


6 In consideration of the foregoing no attempt 
will be made to exact the 5 per cent discount on 
items appearing on hospital bills either for hos- 
pital services or for services rendered by staff 
physicians. 


II Hospital Records and Subpoenae 


1 To minimize and facilitate the effort of the 
hospitals in furnishing records to insurance car- 
riers and to minimize and facilitate the handling 
of subpoenae for hospital records for appearances 
at hearings, the following is proposed: 


A form should be devised by mutual agreement 
which would contain essential information in a 
compensation case. Once such a form was de- 
vised it would be agreed that when an insurance 
carrier needed information from a hospital rec- 
ord, it would mail such a form to the hospital to- 
gether with a signed request by the injured per- 
son and accompanied by a check to the order of 
the hospital in the sum of $1.50 as a fee for se- 
curing such information. The above form should 
contain the caption of the case. If, for any rea- 
son, the form cannot be filled out, an abstract of 
the record should be provided or an explanation 
made and the fee returned. 


2 The hospitals agree to show x-rays on their 
own premises to authorized specialists and 
physicians who are examining cases for insurance 
carriers. (The words “specialist”? and “physi- 
cian” herein apply only to appointed panel physi- 
cians.) X-ray films shall also be available in 
arbitration proceedings. 


3 It is agreed that all hospitals will accept 
mailed subpoenae which are accompanied by a 
check for the fee of $1.50. This would be an ad- 
vantage to the hospitals as they would receive a 
mailed request a day or several days earlier than 
they receive served subpoenae. This would make 
it easier for them to have hospital records deliv- 
ered to the Commission on the dates required. 


III Arbitration 


1 Now that basic rates are agreed upon a 
method will be set up for arbitrating hospital 
bills. As the law now stands it contains no provi- 
sion for representation by the hospitals in the 
arbitration panel. It is agreed as a substitute that 
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controverted hospital bills shall be arbitrated on 
the same basis as bills for medical services, 
with the exception that the hospitals will have the 
privilege of selecting from their own group and 
by their own group the representatives who are 
to sit on the panel in the interest of the hospital. 
These representatives might or might not be phy- 
sicians. Arbitration procedure will continue as 
at present with the exception that the Arbitration 
Unit of the Rating Board would run separate cal- 
endars for the handling of hospital bills and would 
make up separate panels to arbitrate hospital 
bills in accordance with the above. 


2 In addition to the foregoing there shall be a 
standing committee, consisting of equal represen- 
tation of the Hospital Association and member 
companies of the Rating Board. The duties of 
this committee would be to reconcile differences 
that might arise between the hospital and insur- 
ance groups. 


It is proposed that the foregoing agreement 
shall be for Greater New York only and shall run 
for a period of one year commencing with Jan- 
uary 1, 1939, and is subject to the approval of 
Superintendent of Insurance Pink and Industrial 
Commissioner Miller. 

CHARLES DECKELMAN 
STANWOOD L. HANSON 

JOHN HAYES 

FREDERICK MAcCurpy, M.D. 





Committee 
Approval of Insurance Commissioner Pink and Industrial 
Commissioner Miller given on December 20, 1938. 
Information Authorization 
eietel caierh-acehspartecteree ofe.siter ta 19: 
PI ME Os ee ena terete etre wr olaetane es 
REIRERES ET say misc ark pees rape ethic ok cei hle nner ons 
RUMMPHONEO cr csivcste ein sl acreieield eee sie salar 
PRONE ccoset avers a eueerp ow shatele ese sr Sreneesce awiatans 


You are hereby authorized to give................000. 
(Name of insurance carrier) 

with whom I/we have a compensation claim arising out 
Of AMGUNIONTRUBEAINEd DY es vddississcewiears hee Oalad oo olies 


(OP DY Ey <0 OF AROUGs 6664. jesus cas cc os oan , or any 


representative of such insurance company, a complete re- 
port of injuries and disabilities arising therefrom; hos- 
pital records and any other requested information per- 
taining to such injuries and disabilities and copies there- 
of; and to permit their physician to examine the original 
records in your presence if it be deemed necessary. 


2 2.0 0:06.98 @ Dele 3.9) S20 0 Se 6 6.66 s 66S OO Ree OOo 


(Patient, or if minor, signatures of 
father, and mother, or guardian) 
Witness: 


0.6 00 GSE 66 6 6 6 ob UES HOS OF lee C6 0 D6 6 6510.0 


CCEPHSCES COCO CERHDDTCHHHSECECOECC OC RESO S 
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The Voluntary Hospital—lts Present and Its Future 


PAUL R. ZWILLING 


voluntary hospitals is to win the loyal 

support of the public. The Interdepart- 
mental and Technical Committee of the National 
Government has undoubtedly aroused the instant 
interest of the entire nation. The hospitals will 
not be served best by an attitude of negative 
criticism. Whether right or wrong, the public 
at large is convinced that there is something 
worth while behind the Federal plan and is will- 
ing to support it. It is being educated by cinema 
and press. “The Men in White” and “The 
Citadel” have left profound impressions upon the 
people, which compel us to take cognizance of 
these facts. Likewise, people are wondering what 
the existing health agencies will do to meet the 
challenge of the Interdepartmental and Technical 
Committee. Perhaps there is no person living 
today who can lift the veil of the future, but it is 
essential that we keep the hospital constantly 
before the public; indeed, our aim must be to 
make the public health-conscious and hospital- 
minded. 


O- OF the first needs of the present day 


Providing the Best Care for the Patient 


The laymen, and may I add many members of 
the managing boards, do not have the slightest 
idea of the enormous overhead under which every 
hospital must function, outside of the favored 
few tax-supported institutions. To give adequate 
care to the sick and injured in the community, 
the hospital must coordinate the many specialized 
services to provide the best care to the patient. 
The hospital must have a large staff of capable 
doctors who can be called into action at a 
moment’s notice. It must have an adequate nurs- 
ing staff and available at all times a _ well 
trained staff of interns. The average hospital 
supports an accredited school of nursing, a sur- 
gical department, a pathological laboratory, a 
roentgenological department, an obstetrical divi- 
sion, a pharmacy, a physio-therapy department, a 
dietary department, housekeeping department, 
maintenance department, a laundry, an accounting 
department, and a power house. That there is a 
twenty-four hour service in almost every depart- 
ment of a well equipped hospital never enters the 
mind of the average person. That the patient 
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requires some part of the working day of approxi- 
mately twenty-five individuals would be accepted 
by most people with considerable skepticism; it is 
hard to convince the layman that the total of 
these services in many of the voluntary hospitals 
today means that an average of two persons per 
patient is required to care for him properly. Add 
to this the startling facts related two years ago 
by Dr. Fred G. Carter in a statement at the Sec- 
tional Meeting of the American College of Sur- 
geons at Louisville, Kentucky, that the daily 
receipt for such highly specialized service is six 
dollars a day or twenty-five cents an hour, and 
the average American citizen will promptly con- 
sign us to the Ancient and Accepted Order of 
the Ananias Club. Comparisons are always 
odious, but we wonder what the workers in the 
industrial field would think of the value of our 
service, if they knew the facts. The mechanics 
of our time are the plutocrats in our work-a-day 
economic experience, while the _ scientifically 
trained worker in human life under the pressure 
of a sacred trust must accept the humble and 
meek existence of a laborer. Perhaps it is better 
so. If we became proud, we might forget our 
sacred obligation of bearing one another’s burden. 


Keeping the Public Informed 


It must be apparent then to every conscientious 
hospital administrator in the United States that 
the public must be informed. It is my opinion 
that the surest way to educate the public in the 
present day needs of the voluntary hospital is to 
merge the various health units of every state in 
the nation if we are to survive. This would be 
similar to the Indiana Inter-Professional Health 
Council in which the membership of the council 
is composed of five representatives from the In- 
diana State Medical Association, The Indiana 
State Dental Association, The Indiana Pharma- 
ceutical Association, The Indiana Hospital Asso- 
ciation, The Indiana State Nurses Association, 
The Secretary of the State Board of Health, The 
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Dean of the School of Pharmacy of Purdue Uni- 
versity, the Deans of the School of Medicine at 
Bloomington and Indianapolis, the School - of 
Dentistry, Indiana University, and the Indianap- 
olis College of Pharmacy. Surely there is enough 
intelligence in such a representative group to find 
a solution to the pressing problem now confront- 
ing all health units. This should convince the 
government health service, the State Board of 
Health and the county health officer that the 
existing health agencies or units are equal to the 
needs of the day. 


The Missouri State Medical Association, under 
the leadership of Dr. Carl F. Vohs, a member of 
the House of Delegates of the American Medical 
Association and Chairman of the Economics Com- 
mittee of the Missouri State Medical Association, 
in cooperation with the Missouri Hospital Asso- 
ciation is making a survey to determine the 
availability of hospital facilities and what expan- 
sion, if any, under the Government plan, might 
be required. In addition, there has been drawn 
up a preliminary proposal for a Health Security 
Administration in Missouri, so that when grants- 
in-aid are asked by the State and from the Federal 
Government under the Social Security Act, un- 
warranted expenditures may be kept at a mini- 
mum, and medical and health work may be kept 
under responsible control. With so many cross- 
currents of opinion abroad in the land, it is im- 
perative that we gather around the table, forget 
former lines of demarkation and in a spirit of 
give and take, unite our forces before we shall be 
regimented. 


What of the Future of the Voluntary Hospital? 


Having stated what I earnestly believe to be the 
present need of the voluntary hospital, it might 
be asked: ‘What of the hospital’s future?” I am 
not a prophet. For nine years I have been asso- 
ciated with a splendid group of medical men and 
have learned that a good physician always hesi- 
tates to make a prognosis. So I will not venture 
on an uncharted course, except to sound a note of 
warning, that self-complacency and the mere hope 
of attaining an Utopian age will only lead to 
disaster. Youthful enthusiasm mixed with a full 
measure of cooperative and unselfish ambition 
must ever possess our hearts if we are to look 
into the future with a feeling of hope and a sense 
of security. There is much work to be done. In- 
deed, every wide-awake administrator is con- 
vinced that the life of the voluntary hospital 
hangs in the balance and that the future depends 
entirely upon willingness to put our shoulders to 
the wheel and work from the greatest to the least. 
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Extension of Group Hospitalization 


One of the life-preserving activities into which 
all of us must enter is the extension of group 
hospitalization and pre-payment medical service 
for all low income groups. If for no other reason, 
then surely for the sake of self-preservation, we 
cannot evade our responsibility in this direction. 
In this undertaking we must avoid all competitive 
effort and insist on cooperation, if the plans sug- 
gested are to be successful. It should be the aim 
of every administrator in voluntary hospitals to 
educate the public to the fact that any plans 
offered by organized health groups will be done 
with the desire of furnishing the best possible 
medical, dental, and hospital care available. Like- 
wise, the public must be made to understand that 
any abuse of this service will jeopardize not only 
the plans but the American type of health service 
as well, which statistics have proved to be the 
best in the world today. The American Medical 
Association, through its House of Delegates, has 
offered constructive plans for the pre-payment 
medical service; The American Hospital Associa- 
tion, the American Protestant Hospital Associa- 
tion, and the Catholic Hospital Association have 
each submitted extensive plans of activities in 
the group hospital service and will cheerfully 
offer any assistance desired. 


In conclusion, may I venture one prediction? 
The Interdepartmental and Technical Committee 
of the National Government will recognize every 
effort on our part if we will earnestly endeavor to 
forget the past, meet our daily problems with 
daring and face the uncertain future with courage 
and fortitude. We are compelled to give the 
many social ideals of today more than passive 
recognition. Whether we are in full accord with 
these ideals or not, we cannot deny the facts as 
they manifest themselves to us now. The indigent 
and semi-indigent are ever present and ubiquitous. 
Someone is responsible for them. Shall it be the 
voluntary hospital? Every voluntary hospital in 
the nation is pressed to the limit with its own 
local problems. To place greater pressure on the 
hospital would bring disaster. Shall we look to 
the United Charities, sometimes known as the 
Community Chest, or some other social agency? 
Experience has taught us that these organizations 
are in no position to provide for the need of all 
the poor. Shall it be the state? or the Federal 
Government? That will raise the fearsome ques- 
tion of state medicine and the voices raised 
against state medicine are legion; there are those 
who insist that the problem of the indigent will 
not be solved nor the need adequately met were 
the state or the Government to be solely respon- 
sible for those in distress. 
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State Medicine versus Socialized Medicine 


To clarify the confused ideas concerning state 
and socialized medicine: State medicine is politi- 
cally controlled medicine in counter distinction 
to socialized medicine, which is the development 
of community resources and interests in the de- 
liverance of medical care to all the people. This, 
of course, includes complete medical care of all 
the indigents. But if all these agencies combined 
were to share with the voluntary hospital its enor- 
mous responsibility through subsidies, many of 
the serious problems now confronting us would 
be solved. But mark you, the voluntary hospital 
must prove its worth before it can hope for such 
recognition. Whatever the future may bring, the 
voluntary hospital deserving of recognition will 
always be the choice of the people, established to 
give them the best possible service in the saving 
of life—the easing of pain. Their comfort, health 
and well-being must always be our watchword. 
For after all, the voluntary hospital is not only 
interested in sickness, but, moved by the spirit of 
inspired service, is interested foremost in the 
sacred task of helping sick people. On the great 
seal of the State of Missouri we find this motto: 
“Salus populi suprema lexesto.” The welfare or 
well-being of the people is the supreme law. To 


attain the fullness of this law, there must be 
reverence for personality. There can be no rev- 
erence for personality unless we revere God. 
Reverence and research then must ever stand side 
by side, always ready to give the best service 
within human power. There can be no quarrel 
between scientific evolution and service to God in 
suffering mankind. Jean Henri Fabre, the 
French naturalist, was once asked by a visitor, 
“Do you believe in God?” To which the great 
scientist replied emphatically: “I can’t say I be- 
lieve in God; I see Him. Without Him I under- 
stand nothing; without Him all is darkness. You 
could take my skin from me more easily than my 
faith in God.” We need to return to first things; 
the Healing Minister, the Great Physician must 
ever be the motive power behind all our activities 
in the Healing Ministry. Over the door, leading 
to the operating room of the Deaconess Hospital 
in Dresden, Germany, one reads the beautiful in- 
scription: “Ich habe dich verbunden, moege Gott 
dich heilen.” “I have bound up your wounds, may 
God heal you.” In this spirit let us carry on 
bravely in the day by day responsibilities which 
face us, looking upon every obstacle as another 
opportunity knocking at our door; let us go into 
the future with courage and fortitude, assured 
that the victory is ours and certain that our labor 
shall not be in vain. 


On 


How to Use Testing Laboratories 


Many hospitals that would like to base their 
purchases of materials on definite specifications, 
or even in the absence of specifications would like 
to make tests to determine the relative values of 
samples submitted, have been deterred by the fact 
that the hospital had neither personnel nor equip- 
ment available for making adequate tests. 


To purchase on specification is patently a waste 
of energy unless adequate testing to determine 
compliance with the specification is routinely 
carried out. The variety of types of materials 
from vegetable foods to catgut or manufactured 
metals is so great that the cost of the materials 
in any one category does not justify the cost of 
providing testing equipment or technically trained 
personnel. 


There are in every large community commercial 
testing laboratories which are capable of making 
any tests desired, and usually for a fee which 
would be well justified if the cost of the materials 
under consideration amounts to any considerable 
sum. 


March, 1939 


Quite generally hospital executives do not know 
where to locate reliable laboratories. The labora- 
tories do not as a rule advertise very freely for 
the reason that their clients come from such 
widely variable sources that there is no definite 
group to which to direct their advertising. Like- 
wise a majority of the laboratories covers a rather 
limited field of materials. 


In connection with its campaign for the pro- 
motion of the use of specifications in buying, the 
National Bureau of Standards has compiled a list 
of testing laboratories covering the entire coun- 
try. The laboratories are listed according to 
geographical location and a code system shows 
the various types of materials and tests for which 
each laboratory is equipped and staffed. 


This directory may be secured from the Super- 
intendent of Documents, Washington, D. C. It 
should be ordered as Miscellaneous Document 
M125, Directory of Commercial Testing and Col- 
lege Research Laboratories. The price is fifteen 
cents. 
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Ills of Medical Records and Their Remedies 


Incompleteness; Unscientific Value; Insufficient Use 


HELEN ROBINSON, R.R.L. 


up is laid before those who are delegated to 

write the clinical story of the patient’s illness. 
Record forms are carefully selected in order 
to save the time and energy of the physician. It 
is agreed by all that medical records today present 
a more coherent story of the patient’s illness than 
they did ten years ago; ten years hence, they will 
present an even wider scope of scientific know]l- 
edge. In order to reach this goal, we must at all 
times assume the attitude of the Main Street mer- 
chant, who, when asked how business is answers: 
“Business is fair, but could be lots better.” Med- 
ical records today are fair, but could stand a lot 
of improvement. As the Main Street merchant 
promotes sales to stimulate business so must we 
use stimulating propaganda to encourage better 
records. 


[ EVERY hospital an ideal and expensive set- 


Every hospital administrator is familiar with 
the ills of medical records. Delay in writing, in- 
completeness, unscientific value, and insufficient 
use of records are brought to his attention daily 
by the medical records librarian or some other 
person in charge. These irregularities of records 
exist in practically all hospitals and it is for a so- 
lution of these that we are most interested. 


Dr. Gordon R. Kamman of the University of 
Minnesota, in the 1938 December issue of the 
Librarian’s Journal, pointed out in a pertinent 
way the many obstacles encountered when medi- 
cal records are written in a careless manner. Be- 
cause he has, so splendidly, brought out the exist- 
ing ills, I am going to confine this article to what 
I think are some of the underlying causes of these 
ills and a means to the remedy of them. 


Each hospital has its own method of securing 
adequate records. One standard plan would not 
fit into the organization of every hospital for the 
reason that there are small hospitals and large 
hospitals; there are hospitals that employ interns 
and those that do not; there are private hospitals 
and voluntary hospitals; there are teaching hos- 
pitals and non-teaching hospitals. The type of 
organization, therefore, determines the method of 
obtaining clinical records. In almost all instances, 
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the one common factor is the medical records com- 
mittee. To this committee, the medical record 
librarian, if there is one, and hospital administra- 
tor look for a solution of the many ills of records. 
Now the record committee is necessary and in- 
valuable in appraising the quality of the record 
after it is completed; they judge it either good or 
bad. They are not responsible for delay in writ- 


_ing, incompleteness, etc. This is a strictly admin- 


istrative function and should be considered as 
such by any administrator who possesses a keen 
knowledge and understanding of his responsibil- 
ity to the public and of medical ethics which he 
must follow in dealing with the medical staff. 


The Problems of the Record Librarian 


In the functional organization of the hospital, 
the administrator delegates authority of working 
out any difficult problem, which might occur from 
time to time, to his department heads. If any one 
of them fails in this duty, the administrator, as 
official head of the hospital, steps in and formu- 
lates plans for the quick solution of the difficulty. 
In this respect, it appears that the record depart- 
ment is a thing apart from this functional organ- 
ization. Any difficulty it encounters is always 
brought to the attention of the administrator 
after a solution seems impossible. He in turn 
passes it on to the record committee or medical 
staff with the result that prompt action is not 
taken. He does not formulate plans for the smooth 
functioning of this department, so many of the 
vexing problems of the record librarian remain 
unsolved. Strictly speaking, the record librarian 
has no authority to enforce any rules she makes 
in regard to records. 


Criticising the Records 


A hospital administrator may hesitate to crit- 
icize the records, for he thinks in so doing, he 
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is criticizing the professional ability of the. med- 
ical staff. Making practical use of available 
records would never be misunderstood by a pro- 
gressive medical staff. For example: 


The length of stay of fracture cases is a grave 
concern to the hospital budget, especially in 


charity cases. If in reviewing charts of fracture | 


cases, the administrator finds that the technique 
of inserting a Smith-Peterson nail in certain types 
of fractures, as used by one of the members of 
the orthopedic staff, reduces the hospital stay to 
ten or fifteen days against six weeks to three 
months under the Whitman Method of application 
of a cast, it is to the interest of the hospital and 
the medical staff that the records are brought to 
the attention of the medical staff, for comparison 
study. This is not criticism of the medical staff. 
It is furthering scientific knowledge through the 
use of the medical records. 


The evolution of the medical record has been 
a slow process from the standpoint of hospital 
standardization. Hospitals have lost their rating 
or their ratings have been withheld on account 
of the inferior quality of their records. The pa- 
tient’s record holds a significant place in inter- 
preting to the public the work done in the hospi- 
tal. The hospital has become the school where 
public health problems are studied and it should 
make every effort to keep accurate records avail- 
able at all times. 


The physician is taught that his first duty is to 
the patient, arriving at the correct diagnosis, and 
giving the proper treatment. This is correct, but 
along with this he carries the thought that the 
value of the record he writes in the hospital is 
made in the interest of the patient alone. When a 
physician sends one of his patients to the hospital 
for treatment, he nearly always knows the per- 
sonal history and physical condition of that pa- 
tient, and more than likely has a record of these 
findings in his private office. If he has to write a 
personal and physical history at the hospital then 
it is a cursory one. If others write it, he may 
glance over it and he may not. Because he knows 
his patient and because his sole interest at the 
time is in that patient, any other value of the rec- 
ord other than to the patient is a secondary or 
remote thought. It remains then for the hospital 
administrator to formulate some plan whereby 


the members of his medical staff and the entire: 


hospital personnel come to regard the patient’s 
record not only for its value to the patient, but 
for its value in contributing to better hospital 
standardization and furthering medical progress. 


Records from the Viewpoint of the Record Room 


In many: instances personal experiences are fu- 
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tile, and can apply to only a few organizations, 
however, occasionally, we have an experience 
which has a general application and makes it 
worthy of mention. 


I was asked by the professor of the history 
writing class at the University of Arkansas School 
of Medicine to talk to the students about records 


“from the viewpoint of the record room. This was 


an unusual opportunity for stimulating propa- 
ganda in regards to good medical records. The 
following is a brief summary of my talk to the 
students: 


When students enter a hospital to serve their 
internship about two-thirds of their time will be 
taken up in writing records. They must become 
reconciled to this fact and develop a record con- 
sciousness. When they write a record there are 
five important thoughts which they must keep in 
mind at all times; first, the value of the record 
to the patient; second, the value of the record to 
the hospital; third, the value of the record to the 
physician in his informal education and in med- 
ical research; fourth, the value of medicolegal 
cases; fifth, the value in public health. 


Value to the Patient 


The value of the record to the patient must be 
thought of not only in terms of immediate value 
but in terms of many puzzling situations which 
may arise in some future illness of a patient on 
account of the lack of accurate data on previous 
records, particularly on the operative record. 
Operations have been avoided on account of de- 
tailed information on the record; many expensive 
examinations have been eliminated due to the ac- 
curate recording and accessibility of previous 
records. 


Value to the Hospital 


To the hospital, the medical record serves as a 
basis for all medical statistics and as a yardstick 
to the administrator and medical staff in measur- 
ing the quality and quantity of work done in the 
hospital. The hospital serves a community, which 
today is being educated to look to it for the pre- 
vention and cure of disease. Public relations must 
be kept always on a friendly basis. By this means, 
the public receives a correct interpretation of 
what the hospital really means to the life and 
health of the community. Because of this changed 
attitude of the public toward the hospital in re- 
cent years, it becomes necessary that the admin- 
istrator know more than that a patient was 
admitted, treated, discharged improved, unim- 
proved or died. The failure to restore health is 
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many times unavoidable, but the patient’s record 
must satisfy the administrator that such failure 
is not due to any lack of effort on the part of his 
personnel or equipment. The hospital is responsi- 
ble for knowing the exact result produced and the 
reason, for in giving service to patients it expends 
large sums of money for modern and scientific 
equipment, and it must be satisfied that this is 
being used to the best advantage by the results 
obtained. The medical record is, therefore, the 
actual production sheet of the hospital. 


Value to the Physician 


Graduates from medical schools possess a wide 
knowledge, valuable as it is extensive, but it is 
not sufficient to practice their profession for all 
time. Daily the graduates will have to add to this 
knowledge in order to progress with medical 
science. At times they will be unable to attend 
post-graduate clinics, but the hospital in whch 
they practice should be able to furnish them with 
modern medical records which can serve as a 
basis for this continuous and informal post- 
graduate education. Through them they will be 
able to make case studies with a careful analysis 
of end results. If these are properly and scien- 
tifically recorded, they can evaluate methods of 
diagnosis and therapy. When they make these 
studies, they are comparing the end results in 
their hospital with those produced elsewhere and 
with general averages. Every record which they 
will be compelled to write as a practicing physi- 
cian should be scientifically accurate so that it 
will be available for study to those investigators 
who are engaged in medical research. 


Medicolegal Cases 


Malpractice suits and medicolegal cases are on 
the increase and in many instances the verdict 
is against the hospital and physician. When 
the intern writes the record of an injured pa- 
tient he should always keep in mind that the 
record may have to be presented in court as evi- 
dence and along with it he will be subpoened to 
verify his statements. Several years ago, an in- 
tern was called to testify on a case he had treated. 
On this case, he was guilty of delayed writing and 
wrote the personal and physical records up from 
notes and memory. At the time, he had two in- 
jury cases on his service, one of a fractured 
femur caused by a fall from a train and the other 
of a tramp with severe burns. He was sleeping 
alongside the railroad tracks when a spark from 
a passing engine ignited the dry grass and he 
awoke to find himself enveloped in fire. The 
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fracture case turned out to be a court case. The 
intern in his effort to write both cases up 
from memory got them mixed and he wrote the 
personal and physical of the case of severe burfs 
on the record of the fracture case. One can 
well imagine his embarrassment when he began 
reading from the stand to the jurymen: “I was 
sleeping beside the railroad tracks when all of a 
sudden I awoke and found that I was on fire.” I 
am relating this incident to show the seriousness 
of delayed writing from memory, and the reflec- 
tion it casts upon the hospital to say nothing of 
the embarrassment to the doctor. Medicolegal 
cases should be written with care and a true state- 
ment of findings as the hospital and physician do 
not wish to be a party to fraud or the defrauding 
of the patient. 


Value to Public Health Officials 


From the hospital record, public health officials 
in caring for the health problems of the com- 
munity obtain statistical and other data which is 
necessary in combating disease. By doing this 
they are better able to formulate and coordinate 
their health problems so as to render more effec- 
tive the control of disease and the promotion of 
public health. 


Since my brief “lecture,” it has been gratifying 
to me to be stopped by the students in the corri- 
dors and thanked for giving them an entirely new 
angle at which to look at the patient’s record. 
These students have some idea of what the hos- 
pital expects from them when they begin their 
work. As I have given this to medical stu- 
dents so can the hospital administrator give it to 
his intern staff in his weekly conferences with 
them; he can give it to his hospital personnel as 
an educational project when he meets with them 
in a round table discussion and he can give it to 
his medical staff. Once he as head of his institu- 
tion takes a stand on records, then future stimula- 
tion can be carried on by his record librarian or 
person in charge. It is a never ending crusade, it 
must go on forever. 


With ten years’ experience as a record librarian, 
I have used every conceivable plan in the effort to 
obtain adequate records. At times I am hopeful. 
Then often there begins a period of retrogression. 
From talks with my fellow workers I find that the 
same condition exists in other hospitals. The un- 
derlying cause is the problem of human behavior, 
but human behavior must be directed to the best 
interests of all; the second cause is the lack of 
interest in the record room on the part of the 
hospital administrator. 
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An Operating Room in 1888 


Fifty Years of Service 


Michigan, celebrated its Golden Anniversary. 

On November 28, 1888, Grace Hospital was 

incorporated. It was opened on December 6, of 
the same year, for the reception of patients. 


In 1886 two prominent citizens of Detroit, the 
Honorable John S. Newberry and the Honorable 
James McMillan, originated the idea of establish- 
ing Grace Hospital. The ground on which it is 
located was donated by Amos Chaffee, another 
prominent Detroit citizen. When the hospital was 
opened in 1888, it established one of the first free 
dispensaries located in the Middle West. 

Grace Hospital has made one of the finest con- 
tributions to hospital and medical education. In 
1918 it established a postgraduate technical school 
which, under the direction of Dr. Myra Babcock, 
chief anesthetist, has trained the largest number 
of nurse anesthetists of any institution in the 
country. It established courses in advanced lab- 
oratory technique, x-ray technique, physiother- 
apy, operating room technique, surgical nursing, 
practical hospital dietetics, and clinical record 
keeping. 


; December, 1938, Grace Hospital of Detroit, 


The school of nursing is now fifty years old. 
The first student admitted participated in the 
Golden Anniversary of the institution. 

During the first year of operation 617 patients 
were admitted to the hospital and there were 
3,845 visits to the out-patient department. Fifty 
years later, during 1938, 15,444 patients were ad- 
mitted and 91,233 out-patient visits were re- 
corded. And so Grace Hospital has grown in the 
value and extent of its services to the City of 
Detroit and its metropolitan area. 

It is interesting to note that, in the fifty years 
of its history, Grace Hospital has had but four 
administrators. Its first superintendent was Cap- 
tain Robert H. Sillman; in 1893 A. T. Putnam 
was appointed superintendent and served until 
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April, 1904, when he was succeeded by Dr. War- 
ren L. Babcock, who served as its administrator 
for thirty-three and one-half years. Dr. Babcock 
resigned as superintendent on October 1, 1937, 
to be succeeded by Dr. E. F. Collins, who had been 
assistant superintendent for many years. 


To those of us who have an affection for the 
things with which we have been associated—old 
equipment which has served its period of useful- 
ness; old institutions which have grown in the 
esteem and love of their communities—we repro- 
duce a few photographs of the work and what 
they have worked with in this Ancient and Hon- 
orable hospital. 
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Dressing Up the Nurse of 1888 
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Relationship of the Purchasing Agent to the 
Superintendent and Department Heads 


JOHN G. 


practice and therefore question my right to 

offer counsel upon this subject. However, since 
our subject includes relationships between depart- 
ment heads, it comes within the superintendent’s 
experience. “Relations” are something we all 
have and in the field of hospitalization we often 
think that is about all we do have. 


AM NOT a purchasing agent by theory or 


Inter-Departmental Relations 


The superintendent should study and interpret 
departmental relations so that every factor or 
person in the organizational network may have 
the fullest opportunity for expression. In a suc- 
cessful hospital organization every one must 
count one hundred per cent. To accomplish this 
the superintendent must evaluate personalities, 
designate functions, and exalt the personnel with 
administrative support. 


The major objective of this paper is to point 
out the duty of the superintendent to support the 
purchasing agent, and the department heads in 
their accepted responsibilities, holding each one 
happily and efficiently to his task as far as it is 
possible and then with equal administrative in- 
tensity hold each department head to the task of 
supporting each other, thus recognizing the de- 
partmental lines of obligations and the total 
united purpose of the institution. In harmony 
with this, we believe it is the superintendent’s 
duty to get the department heads to take full 
responsibility in making decisions in the light of 
understood duties. He should at the same time 
give the glory of the success of a department to 
the department head. 


The most vital thing in helping a purchasing 
agent make good, is to have supporting him a 
superintendent who will share in working out a 
program of buying and then see that the plan is 
understood and respected by every department 
head in the institution. In other words the 
superintendent must support the purchasing 
agent in order that the best purchasing may be 
accomplished. This is equally true when the 
superintendent is also the purchasing agent. When 
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the superintendent acts as the purchasing agent 
in his institution he must take on the mental atti- 
tude of a purchasing agent. The administrative 
mind may logically make a decision that would 
not be wise from a purchasing agent’s point of 
view. Purchasing psychology must have its place 
in the administrative mind when purchasing is 
the task of the superintendent. 


The Purchasing Agent Must Follow the Hospital 
Dollar Into Every Department 


The term “purchasing agent” is not sufficiently 
inclusive for the situation either in a small or 
large hospital. Just purchasing is a task that as 
it is done in many places can be carried on by a 
fairly good clerk. That may be all that is neces- 
sary when the superintendent is more of a pur- 
chaser than a general administrator. We would 
rather think of this particular person as a “busi- 
ness manager” who with the harmonious support 
of the superintendent manages that organism 
known to hospital people as the “hospital dollar.” 
What tissue is to the pathologist, the calorie is 
to the dietitian, or the faucet and pipeline to the 
engineer, the “hospital dollar” is to the business 
manager. Wherever that hospital dollar works 
throughout the hospital the business manager 
must go along to see that it is not misused and 
that it does its full share of work for the institu- 
tion. Here the purchasing agent as the business 
manager must go into every department and 
exercise a certain amount of control over that 
department. 


It is the duty of the superintendent in defining 
relationships among department heads to make 
clear that the purchasing agent as business man- 
ager is obliged to follow his hospital dollar into 
every department and have a large say as to the 
job of that hospital dollar. Department heads 
should not resent this. In this sense the purchas- 
ing agent becomes more than the head of a de- 
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partment. He not only purchases but he sees 
that the proper use is made of what is purchased. 


Without question the most delicate and sensi- 
tive nerve in any hospital set up, is departmental 
relationships but with proper support given by 
the superintendent and proper interpretation and 
guidance given to the departments there will be 
no serious trouble. This is the task of the general 
administrator. 


Departmental Purchasing 


A further important point should be brought 
out in discussions of relationships. One of the 
great troubles in many institutions is depart- 
mental buying. It is not hard to see that allowing 
more than one person to purchase or to manage 
the hospital dollar makes for complications. Cen- 
tralized purchasing under a competent business 
manager seems imperative. 


An even greater trouble with many institutions 
that do not have a clear business policy with a 
business manager who speaks the sharp clear lan- 
guage of dollars and cents is the influence of 
donors to the hospital or prospective donors on 
problems of hospital dollar management. A phil- 
anthropic dollar should be under the same prin- 
ciples of supervision as an earned dollar. 


May we turn now to a phase that comes 
naturally when these relations have been placed 
on a proper basis and the purchasing agent or 
business manager is given his rightful place in 
the institution for the proper management of the 
hospital dollar. I refer to centralized purchasing. 


Centralized Purchasing 


All purchasing should be done at one central 
office to avoid duplication of items purchased. 
Otherwise, the housekeeper may buy a scrubbing 
compound and the dietitian purchase a different 
kind at a higher price, or vice versa. With cen- 
tralized purchasing the best scrubbing compound 
suitable for all purposes would be purchased. 


The purchasing agent or business manager de- 
votes most of his time studying price changes, 
and it is his responsibility to purchase at the best 
price prevailing. 


A purchase record should be kept in the pur- 
chasing office showing date of purchase, name of 
vendor, quantity, and price paid. In an instant 
the purchasing agent can tell whether a salesman 
has a real bargain by referring to his record. It 
also shows the amount of any article purchased 
over a period of time. 
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A good purchasing agent will set up a good 
standard on all supplies and will cooperate with 
all department heads. He will and should take 
advantage of price rise and should buy ahead on 
stock items, such as gauze, sutures, etc., at least 
buying on a ninety day contract, having the sup- 
plies delivered at thirty day intervals. Competi- 
tive bids should be taken on everything and after 
they are awarded, they should be filed so that any 
interested persons may have the privilege of 
seeing them. 


Buying in as large a quantity as possible on 
articles which are used year after year does not 
mean that the stock must be carried by the in- 
stitution. A delivery every thirty days overcomes 
this obstacle. As an example, three hundred 
gross of sutures were purchased by an institution 
just prior to an increase in price. This amount 
was more than a year’s supply. It was agreed 
that the sutures be paid for monthly as they were 
used. 


Good purchasing is not done on price alone. 
Quality must be considered at all times. 


All requisitions should be checked by the head 
of the department making the requisition. No 
others should be honored by the purchasing de- 
partment. If such is done, then, unnecessary 
items will not be ordered as each department head 
is interested in keeping his costs down to a mini- 
mum. 


Stock control is very essential. Items some- 
times remain on the shelf in the stock room for a 
long period of time either because the department 
head has forgotten that they are carried in stock 
or technique has been changed and new items are 
substituted. It is essential that old stock is used 
before substitutions are made. 


The issuance of stock comes under the juris- 
diction of the purchasing agent. Whenever pos- 
sible requisitions of glassware, rubber goods, light 
bulbs, etc., must be accompanied by the broken 
or worn-out articles before new articles are 
issued. Linens are stamped with the date issued 
so that a check may be made as to the length of 
service. While this does not seem so much like 
a purchasing problem, at the same time the pur- 
chasing department is responsible for buying the 
best quality at as great a saving as possible. 


You may wonder what is left for the superin- 
tendent of the hospital to do. He will find plenty 
to do in assisting every department in giving full 
expression to its voices and at the same time 
bringing together all departments into one har- 
monious whole. 
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Personnel Problems in the Small Hospital 


HELEN T. BRANHAM, R.N. 


pital is the administrator’s greatest problem. 

For details of building construction, one is 
advised by a hospital architect, but to the ad- 
ministrator falls the full responsibility of the 
performance of duty within its walls and the ful- 
fillment of its purpose in the community. As its 
main object, the hospital has a single purpose, 
the care of the sick. But with this single purpose 
are interwoven all of the arts and crafts and jug- 
gling acts included in the management of a busi- 
ness enterprise and an institution demanding both 
detailed and up to date business methods and sci- 
entific skill. These responsibilities are the same 
with the fifty bed hospital as the one having many 
times this number. The basic requirements are 
the same. The difference is in the volume of 
work. 


S vitais an adequate personnel for a hos- 


The Necessity for an Adequate Personnel 


One of the frequent difficulties that the ad- 
ministrator of a small hospital encounters is sell- 
ing to the governing body the necessity for an 
adequate personnel. There are several reasons 
for this. Frequently the small hospital is a 
“happenstance.” An ambitious physician who 
sees the necessity for surgery in a community not 
possessing a hospital within a convenient distance 
or perhaps possessing one with a closed staff, de- 
cides to buy a residence and convert it into a clinic 
with a suite of offices, an operating room, and a 
few rooms where he can care for patients. He 
employs a nurse, or maybe two who agree to 
assist with operations, give anesthetics, handle 
the laboratory work, operate the x-ray machine, 
keep house, and nurse the patients. Gradually 
his patients find it more convenient to patronize 
the clinic than go to the distant city or town 
where up-to-date hospital facilities are available. 
As the need arises this enterprising physician in- 
creases his personnel, but so gradually that he 
hardly realizes the changing condition of the em- 
ployees. All kinds of makeshifts are tolerated. 


What happens when the same surgeon decides 
that he should become a Fellow in the American 
College of Surgeons and have his hospital ap- 
proved? After a very brief correspondence he 
finds how far below the minimum standards his 


Read at the Hospital Conference of the American College of 
Surgeons Association, Nashville, Tennessee, January 18, 1939. 
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hospital falls. He must get busy and do some- 
thing about it. 


Basic Training and the Ability to Learn. 
New Methods 


How must this physician with a would-be hos- 
pital begin so that his organization shall come at 
least within the minimum standards classifica- 
tion? He can secure suggestions from the Ameri- 
can Hospital Association and the Hospital Divi- 
sion of the American College of Surgeons about 
the general procedure. He first selects an ad- 
ministrator familiar with requirements and ex- 
perienced in small hospital management. The 
responsibility is now shifted. Here the adminis- 
trator steps into the plan. His first move is to 
convince the governing body, whether it is one 
man or a group of people, that the demands upon 
the personnel will be such that they should be the 
best equipped that he can secure. It is requisite 
that each one be well trained to manage his de- 
partment and also be sufficiently prepared in other 
lines to combine duties that will best tie in with 
each department. He must find qualified people 
who are willing to take on additional responsibili- 
ties. To accomplish this satisfactorily the depart- 
ment head selected must be alert, able to work 
with his associates, and be teachable. The last is 
most important. The administrator will find it 
necessary in dealing with new employees to play 
the role of teacher or assign such work to his 
assistant. So that this system may work to the 
best advantage the prospective new personnel 
member must have the basic training and the abil- 
ity to learn new ways. It is only fair to the new 
person coming into an organization to have this 
form of instruction. 


The Importance of Versatile Employees 


I have mentioned the importance of versatile 
employees in the small hospital. One might ask 
where can we find them? The positions filled by 
graduate nurses are in the majority. Make a 
careful study of each applicant regardless of the 
position for which she is applying. Have each 
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one present a formal written application upon 
which is listed not only the school from which she 
was graduated and a few names for reference. 
Include in your questionnaire questions which 
will outline all special training, as well as expe- 
rience before and after her specialized train- 
ing. It should contain when completed sufficient 
information to give a definite idea of her ability 
not only for the position for which she has made 
application, but also the possibility of fitting into 
some other place in your hospital. 


Always have a personal interview with every 
potential employee. I have found some very good 
material in applicants in a line of work quite 
different from the position which brought her to 
the institution. Keep an up-to-date file so that 
you will always have someone in view for the key 
positions. 


The Personnel of a Hospital of Fifty Beds 


What constitutes an adequate personnel for a 
hospital of fifty beds operating with a graduate 
nurse staff? 


Superintendent also known as administrator 

Assistant superintendent and superintendent 
of nurses combination 

Night supervisor and relief floor duty com- 
bination 

Anesthetist and operating room supervisor 
combination 

General duty nurses number to be determined 
by the daily average of patients 

Attendants of nurses’ aids number deter- 
mined the daily average of patients. 

Day orderly 

Night orderly 

Bookkeeper and record clerk combination can 
be used if the work is not too heavy 

Technician-laboratory and x-ray combination 

Dietitian and housekeeper combination 

Chief cook 

Cook’s assistant 

Kitchen helper and nurses’ home maid 

Dining room maid or waiter 

One porter and cleaner combination 

An engineer and maintenance man combina- 
tion. The type person needed for this posi- 
tion must be determined by the type heat- 
ing plant used and mechanical equipment 
to be maintained 

One laundress and assistants as required if a 
laundry is included in the set-up 


We, who are small hospital administrators, are 
looking forward with a feeling of relief to the 
day when a more generalized high standard for 
this type hospital will be attained. It is up to us 
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. main in the same location indefinitely. 


to secure such standardization first by supporting 
all worthy organizations working to accomplish 
this ideal, and second but equally as important by 
putting our houses in order. 


Reducing Personnel Turnover 


Minimizing personnel turnover is a problem 
over which the administrator has only limited 
control. Some hospitals accomplish this by a 
systematic salary increase up to a maximum. The 
real problem is the type of individuals who con- 
stitute the personnel. It is difficult to select 
always the employees who will be contented to re- 
In the 
past, the small hospital has served for many as a 
stepping stone or a fill-in. Now there are ad- 
ministrators training especially for this type of 
hospital. Here, too, we come face to face with the 
importance of keeping the small hospital up to 
date in equipment and methods. Have the type 
institution of which each employee can feel proud 
and one to which he can take delight in having a 
part in maintaining the high standard which it 
has set. Salaries must be in line with the re- 
quirements upon the personnel member. For the 
key positions they should be sufficient to attract 
the type of person who can maintain a high 
standard. 


Maintaining Morale 


Maintaining good morale of the personnel is an 
administrative problem that is now being given 
serious thought and consideration in both large 
and small hospitals. So important is this con- 
sidered that some institutions have added a per- 
sonnel director to their staffs. It is a conceded 
fact that too little thought and consideration 
have been given this feature of hospital admin- 
istration in the past. In the small hospital the ad- 
ministrator usually acts as personnel director. 
Let us consider a few points that might help 
maintain good morale among the personnel. 


1 All employees from the highest to the most 
menial should feel that he can go to the ad- 
ministrator with his problems and receive a 
square deal. This one thing as much as any 
other will stimulate a feeling of loyalty and 
good will. 


2 Each employee should have his duties def- 
initely outlined and posted in a convenient 
place where he can refer to them when nec- 
essary. It should be explained plainly at the 
time of employment that he will be asked to 
fill in for some other employee during his 
time off duty or because of absences. 


3 Post the hours for work and rest as far ahead 
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as possible so that arrangement can be made 
by the individual for suitable recreation dur- 
ing rest period. 


4 Let each employee know what to expect in 
case of illness; the time allowed with pay 
or without pay; amount of hospitalization 
furnished and the services included; the num- 
ber of days vacation to expect; the period of 
time he is expected to work in order to 
secure these benefits. 


5 Provide comfortable quarters and good food 
for the administrative, nursing and tech- 
nical staff when room and board are part of 
their remuneration. Include a suitable place 
for recreation and a place to entertain 
friends. Let them feel that the nurses’ home 
is their home and that you expect them to 
show it due respect. 


6 Regular staff meetings which the nursing 
staff, technicians, and dietitian attend. Have 
them take part in the programs presented at 
this time. This increases their desire to read 
and keep up with the latest developments in 


their profession. Guest speakers, too, should 
be included in the programs. At specified 
staff meetings have a period during which 
hospital problems will be discussed and solu- 
tions invited. 


In conclusion I would like to say that the prin- 
cipal points a small hospital governing body and 
the administrator should keep in mind in selecting 
a personnel, minimizing the personnel turnover 
and maintaining good morale, can be said in a 
very few words. Remember the duties of a small 
hospital staff are so complicated and demanding 
that the very best people available should be em- 
ployed for at least the key positions. Pay salaries 
that attract the best type employee, give every 
employee a square deal, and set a standard of 
administration that will cause each member of the 
Hospital Personnel to be proud that he is a part 
of the plan. 
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Leaks in Masonry 


The United States Bureau of Standards has re- 
cently completed tests on the water permeability 
of masonry walls, both by simple absorption and 
under conditions simulating those occurring in a 
hard-driving rain. Five kinds of workmanship 
(filling of joints), three kinds of brick, six kinds 
of structural clay tile, two kinds of hollow con- 
crete units, and six different mortars were used 
in construction of the test walls. 


It was found that the performance of each wall 
depended more upon the quality of workmanship 
than upon any other factor. Well-filled interior 
joints were usually tight, whereas poorly filled 
joints usually leaked. The use of mortars of me- 
dium or high water retentivity, the wetting of 
absorptive brick before use, and the application 
of a pargeting of mortar on the back of the facing 
wythe all helped to make the walls more resistant. 
Changes in relative proportions of lime to cement, 
omission of two-thirds of the header bricks, use 
of a limestone sill or belt course had no appre- 
ciable effect. 


On the average, if joints were not well-filled, 
walls with a brick facing and a backing of hollow 
masonry units were slightly less permeable than 
brick walls of equal thickness. With well-filled 
joints, the hollow units were somewhat superior 
to otherwise similar all brick walls in the capillary 
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absorption tests, but inferior in the driving-rain 
tests. 


Walls of structural clay tile faced with portland 
cement stucco were somewhat more resistant than 
all-brick walls. The filling of openings in the joints 
with mortar, grout, or wax was effective in stop- 
ping leakage. 

Colorless water-proofing solution did not stop 
leakage through openings in the joints, but im- 
proved the performance of walls of absorptive 
brick when the openings in the joints had been 
sealed. Coatings of molten paraffin, oil paint, and 
cement paint were effective in reducing moisture 
penetration. 


a 


Lucite Splint 


A new addition to the bone surgeon’s equipment 
is the Lucite splint. Lucite is a transparent ma- 
terial of the cellulose family, of which cellophane 
is the best known member. 


Lucite is a non-conductor of heat, transparent, 
may be molded by dipping in hot water, and once 
cooled is sufficiently rigid and durable to serve 
as a secure splint. 


In use it not only permits direct inspection of 
the wound, but offers no resistance to x-ray and 
can be remolded for use on another patient. 
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Hospital Care Insurance News 


Prepared by the Commission on Hospital Service 


ference of Approved Hospital Care Insurance Plans at the Hotel Statler, Cleveland, February 


Ave one hundred delegates and representatives attended the sessions of the Mid-Winter Con- 


8, 9 and 10. Regular sessions were held Wednesday and Thursday morning and afternoon, and 


Friday morning. 


The following is a list of those registered for the meetings with the city from which they came: 


Perry Addleman, Chicago 
Edward Ames, Toledo 
C. J. Anderson, Atlanta 


W. Bagley, Cleveland 

C. B. Benner, Akron 

Lucile Bennett, St. Paul 
James Berne, Cleveland 
Walter Bjorn, New York City 
Dr. J. H. Blaisdell, Boston 
W. M. Bonesteel, Pittsburgh 
Paul Bourscheidt, Peoria 
Lucille Brick, Columbus 

Dr. R. C. Buerki, Chicago 
C. R. Burnett, New Jersey 
J. C. Butler, Syracuse 


R. C. Cahalane, Boston 

H. V. Caldwell, Cleveland 
A. M. Calvin, St. Paul 

M. H. Coleman, Richmond 
J. D. Colman, Baltimore 

C. C. Craig, Akron 

R. M. Cunningham, Chicago 


Gertrude Dacken, Boston 
H. G. Dawson, Winnipeg 
Louis Degenhardt, Alton 
J. A. Durgom, New Jersey 


E. E. Evans, Albany 
George Even, Buffalo 
G. W. Eutsler, Kingsport 


S. B. Forbus, Durham 
Robert Fortune, Pittsburgh 


E. C. Garman, Philadelphia 
Leon Gonzales, Harrisburg 
Thomas Graham, Danville 
Benjamin Green, Chicago 
Msgr. M. F. Griffin 

Felix Grisette, Chapel Hill 
Edward Groner, New Orleans 


Maxwell Hahn, Pittsburgh 

F. K. Helsby, Kansas City 

E. J. Henryson, Washington 
Howard Worth, Akron 

Frank Hughes, New York City 
Clement Hunt, Harrisburg 


Dr. Lewis Jarrett, Richmond 
Robert E. Johnson, Jamestown 
C. E. Johnson 


Michael Kelly, Cleveland 
Harry B. Kennedy, New Haven 
C. G. King, Cleveland 


W. B. Lange, Abington 

F. P. G. Lattner, Dubuque 
Marcella Lehmann, Chicago 
W. R. Lowe, Norfolk 
George Ludlow, Pittsburgh 


Dr. Basil MacLean, Rochester 
J. H. Matthewson, Ashland 
Harold Maybee, Wilmington 
Walter McBee, St. Louis 

Ray McCarthy, St. Louis 
John McNamara, Cleveland 
Sherman Meech, Rochester 


Carl Metzger, Buffalo 

Robert -Mills, Youngstown 

Ed. S. Moore, Birmingham 
Rev. M. L. Moriarty, Cleveland 
Rev. John Mulroy, Denver 
Donald Murphy, Decatur 


J. Philo Nelson, Oakland 
Joseph Norby, Milwaukee 
Maurice Norby, Pittsburgh 


John O’Brien, St. Louis 
Albert O’Leary, St. Paul 
Abraham Oseroff, Pittsburgh 


R. O. Parker, Canton 
Robert Parnall, New Haven 


C. Rufus Rorem, Chicago 
Harold Roush, Akron 


W. W. Seymour, Syracuse 
Earl R. Sweet, Kansas City 


D. L. Tynes, Louisville 


Frank Van Dyk, New York City 
E. A. van Steenwyk, Philadelphia 


Paul Webb, Pittsburgh 
Kathleen Weston, Rochester 
Fannie W. Wheat, Geneva 

P. H. Wickham, Youngstown 
A. Wiggins, Durham 

Orpha Willing, Newark, Ohio 
T. B. Wood, Akron 





Proceedings of the meetings will be printed and 
available for distribution shortly after March 1, 
at a price of 25 cents a copy. 


Committee Appointments 


The Council on Hospital Care Insurance has 
made the following Committee appointments for 
the year 1939: 


Committee on Accounting and Office Procedure: 
Sherman D. Meech, Rochester, New York, chair- 
man; Perry Addleman, Chicago; Carl Metzger, 
Buffalo; Maurice Norby, Pittsburgh. 


Committee on Public Education: John McNa- 
mara, Cleveland, chairman; Edward Ames, To- 
ledo; Michael Kelly, Cleveland; Donald Murphy, 
Decatur; J. Philo Nelson, Oakland, California. 


Committee on Actuarial Data: E. A. van Steen- 
wyk, Philadelphia, chairman; Lucile Bennett, 
Saint Paul; Walter Bjorn, New York City; J. D. 
Colman, Baltimore; E. J. Henryson, Washington, 
D. C. 
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Committee on Hospital Relations:. Dr. Lewis 
Jarrett, Richmond, Virginia, chairman; M. H. 
Coleman, Richmond; G. W. Eutsler, Kingsport, 
Tennessee; Edward Groner, New Orleans. 


Committee on Legislation: Abraham Oseroff 
Pittsburgh, chairman; A. J. Durgom, New Jer- 
sey; Ed S. Moore, Alabama; Robert Parnall, Con- 
necticut. 


Committee on Rural Development: Ray F. Mc- 
Carthy, St. Louis, chairman; R. F. Cahalane, Bos- 
ton; Virginia Liebeler, St. Paul; W. W. Seymour, 
Syracuse. 


Research and Public Education Program 
Under Way 


With request for an expanded program of pub- 
lic education, accounting and statistics on behalf 
of the fully approved hospital care insurance 
plans, The Commission on Hospital Service will 
embark on a new phase of its development. This 
new program has been under discussion by the 
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plan directors for the last six months and has 
finally been formulated by the Council on Hos- 
pital Care Insurance in the following manner: 


“The non-profit hospital service associations, 
through their relations with hospitals, represent 
a voluntary or non-government type of social in- 
surance which may avoid the necessity of legally 
compulsory forms of governmental health insur- 
ance. A national program of public education 
would unify the approved plans of different com- 
munities, and would differentiate them from 
private insurance companies on the one hand 
and from government forms of hospitalization 
on the other. The activities in accounting and 
statistics would be directed toward the most effec- 
tive methods of internal control and would make 
available to each plan the financial and statistical 
experience of the others. 


“This program would also help to interpret and 
strengthen the position of hospitals in the general 
public mind, as non-profit services justifying pub- 
lic confidence and support. To this end the inter- 
ests of the local hospitals along with those of 
their service plan would be considered; and the 
same values would be sought nationally by seek- 
ing advice concerning general policies from the 
chairmen of the other six Councils of the Ameri- 
can Hospital Association.” 


The plans have agreed to contribute to this 
program on the basis of one-mill-per-month for 
each employed subscriber enrolled as of January 
1st. Initial emphasis will be placed upon research 
in accounting and statistics, with public educa- 
tion growing out of the facts thereby obtained. 


The program of public education and account- 
ing and statistics will be administered by the 
Commission on Hospital Service with the Council 
on Hospital Care Insurance and will be subject to 
general supervision by the executive secretary 
and trustees of the American Hospital Associa- 
tion. Under the Commission and the Council, the 
expanded activities will be administered by the 
director of the Commission on Hospital Service 
(who is also secretary of the Council on Hospital 
Care Insurance). 


Approval Program Strengthened 


The approval of non-profit service plans will 
be granted annually during the first part of 
April. The Commission on Hospital Service will 
examine all applications for approval and re-ap- 
proval at a meeting to be held not later than 
March 18, 1939. New certificates will be issued to 
all plans reapproved at this time. Approval of 
newly organized plans will be granted at various 
times throughout the year, after a minimum of 
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six months’ activity, the achievement of at least 
1,000 employed subscribers, and the presentation 
of a favorable statement of financial condition. 


The following statement was recommended to 
the Coordinating Committee and the Board of 
Trustees as a statement of official policy and for 
inclusion among the standards for approval by the 
Committee on Hospital Service: “A hospital 
service association should not be an administra- 
tive or legal subsidiary of a hospital council, med- 
ical society, chamber of commerce, etc. This does 
not mean that official representatives to the board 
of trustees may not be appointed by such organ- 
izations. It does mean, however, that hospital 
service plans should be separate organizations, 
representing both the general public and the mem- 
ber hospitals.” 


Expanded Services 


Hospitals which have recently become partici- 
pating members of hospital service plans are as 
follows: 


Henry Clay Frick Memorial Hospital, Mt. Pleas- 
ant, Pennsylvania, in the Hospital Service Asso- 
ciation of Pittsburgh. 


The Bath Memorial Hospital, Bath, New York; 
St. James Mercy and Bethesda Hospitals, Hor- 
nell, New York, in Group Hospital Service, Inc., 
Syracuse. 


A community plan of group hospitalization, 
sponsored by the Greenville General Hospital, 
Greenville, South Carolina, has been approved by 
the South Carolina Hospital Association. 


* * 


To all groups of one hundred or more, the Hos- 
pital Service Association of New Orleans now of- 
fers a new schedule of rates for semi-private ac- 
commodations. The rates are 50 cents per month 
per subscriber, 85 cents subscriber and spouse and 
$1.20 subscriber and family, where their regular 
semi-private plan has rates of 60 cents, $1.00 and 
$1.25 to $1.75, depending on the number of chil- 
dren in the family. The same care will be fur- 
nished: namely, 25 days bed and board, operating 
room, laboratory, drugs, dressings and 50 per 
cent discount on x-ray. Dependents enrolled on 
this new contract will pay $1.00 a day for each 
day’s care received; $1.50 per day is paid by de- 
pendents under the old semi-private coverage. 


* * a 


Increases in benefits, retroactive to January 1, 
recently made by the Group Hospital Service, Inc., 
of Syracuse, New York, include the following: in- 
crease in length of stay to 28 days for subscribers 
and dependents for the first year, and to 35 days 
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for subscribers only during the second and subse- 
quent years ; cash indemnification up to $3.00 pay- 
able to the hospital for hospital service rendered 
in ambulatory accident cases; care for adult sub- 
scribers and dependents in cases of diphtheria, 
meningitis, poliomyelitis, scarlet fever, and small- 
pox. 


* * Eg 


Changes in benefits were made effective Feb- 
ruary 1, by the Ashland Hospital Service Associa- 
tion, Ashland, Kentucky. 


Subscribers will now have obstetrical care ex- 
pense covered in full, instead of half-coverage as 
previously. Emergency care will henceforth be 
paid for, and contract coverage to subscribers and 
dependents has been extended to 23 days for the 
second year, 25 days for the third year, 27 days 
for the fourth year, and 30 days for the fifth and 
succeeding years. 


Rates have been lowered to 75 cents, $1.25 and 
$1.75 monthly for subscriber, subscriber and 
spouse and subscriber and family respectively, 
where they were formerly $1.00, $1.50 and $2.00. 
X-ray coverage has had to be eliminated from the 
contract by order of the State Health Department. 


% * * 


The Hospital Service Corporation of Alabama 
has recently opened a branch office at 802 First 
National Bank Building in Mobile, Alabama. Mrs. 
Monte Payne is the supervisor. 


* a o* 


Hospital Service Corporation of Western New 
York, Buffalo, New York, has extended its cov- 
erage to 30 days in any contract year instead of 
21 days. The Corporation will also pay one third 
of the patient’s bill after the 30 days’ contract 
period is exhausted. 


Bg Ba Bo 


The Hospital Service Plan of New Jersey re- 
ports a total of 116 eligible hospitals under con- 
tract with the Plan. at the close of the year 1938 
as compared to 54 hospitals the previous year. 


Miscellaneous News 


H. 583, an Act providing for the incorporation 
of non-profit hospital service corporations and 
defining their powers, has just been passed in the 
state of Rhode Island. 


* * * 


John Mannix, formerly assistant director of 
the University Hospitals of Cleveland, has ac- 
cepted the position of executive director of the 
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Michigan Society for Group Hospitalization and 
will take up his new duties early in March. 


* *# &* 


Approval as to form of organization has re- 


‘ eently been granted to the Manitoba Hospital 


Service Association of Winnipeg, Canada, and 
Columbus Hospital Service Association, Colum- 
bus, Ohio. 


* * * 


Plan for Hospital Care of Connecticut has been 
adopted by the executive committee of the Hart- 
ford Federation of Churches and by the Minis- 
terial Rabbi Association. Through these two or- 
ganizations, all ministers, rabbis and salaried 
church employees of greater Hartford may par- 
ticipate in the Plan. 


cod % %* 


Enrollment is now in progress of the Women’s 
Auxiliary of the Newton Memorial Hospital, 
Newton, New Jersey, as a group. 


* * * 


Many of the participating hospitals in Plan for 
Hospital Care, Chicago, supply the first morn- 
ing’s breakfast tray of their patients with a 
leaflet describing the Plan. 


* * * 


The February 15 issue of Forbes Magazine be- 
gins a short article on group hospitalization thus: 
“Though 1938 was a year of hesitation for indus- 
try, one activity with a direct link to business 
grew by leaps and bounds.” 


* * * 


The Hospital Service Association of North- 
eastern Pennsylvania, Bennett Building, Wilkes- 
Barre, Geo. T. Bell, Jr., executive director, has 
applied to the Committee on Hospital Service for 
approval. 

* * % 


The Decatur (Illinois) Hospital Service Cor- 
poration has just brought out Volume 1, Number 
1 of its Hospital Service Plan Record to keep sub- 
scribers informed of developments. A detailed 
description of the formation and operation of the 
Decatur plan is contained in the January issue of 
the Illinois Credit Union News, which emphasizes 
the role that credit unions played in its founding. 


* * * 


After a study of manner of enrolling hospital 
employees in eighteen plans, the Hospital Serv- 
ice Association of Summit County, Akron, Ohio, 
has adopted the following procedure for a trial 
period of three months: the Hospital Service As- 
sociation will be relieved of the responsibility for 
the first three days of hospitalization of hospital 
employees. 
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At a joint meeting. of the Hospital Insurance 
Committee of the New York State Agricultural 
Conference Board and the Rural Presentation 
Committee of the New York state approved 
plans, in Albany on January 17, Harold Stanley 
was elected chairman and W. W. Seymour, secre- 
tary of the Joint Rural Hospital Insurance Pres- 
entation Committee. Plan representatives pres- 
ent requested the cooperation of agricultural 
organizations in the distribution of literature, 
securing of signed applications and collection of 
first premiums through central contact points 
such as the Dairymen’s League, Granges, Home 
and Farm Bureaus, etc. There was informative 
discussion with regard to working out details of 
the presentation program and need of proper cen- 
sorship of all publicity material. These matters 
are to be developed by Committee officers and 
submitted at a subsequent meeting for approval. 


* * ok 


Your Hospital Service, an “informative mag- 
azine devoted to the Community’s hospital serv- 
ice plan,” made its appearance in Cleveland on 
January 10. The blue covers of this magazine 
were effectively used again as the outside of the 
souvenir menus at the banquet of service plan 
executives on February 9. 


* * * 


The January 1939 Bulletin of the Columbus 
(Ohio) Academy of Medicine contains two items 
of interest: first, a resolution by the Columbus 
Academy of Medicine authorizing its Committee 
on Hospital and Medical Care Insurance to extend 
its study of this problem in an effort to perfect a 
plan of operation whereby a person of low in- 
come may be insured and indemnified against the 
catastrophe of emergency and acute illness for 
himself and his family, and also instructing its 
committee to determine the possibilities of co- 
ordinating medical expense insurance with the 
insurance plan of the Columbus Hospital Service 
Association. 


The second item is a full-page description of the 
Columbus Hospital Service Plan by its president, 
Dr. M. F. Steele, superintendent of Grant Hos- 
pital. 

%* * * 

In the interest of better community health, 
Group Hospital Service, Inc., of St. Louis sent to 
all of its enrolled groups notices of a special meet- 
ing on February 1, “National Social Hygiene 
Day,” sponsored by the St. Louis Chamber of 
Commerce. 


Extension of Territory 


In November 1938 the Richmond Hospital 
Service Association authorized its general man- 
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ager, M. Haskins Coleman, to study the problem 
of extension of territory. From replies to his 
questions addressed to 27 other hospital service 
plans, he made the following summary: 


“Six plans are state-wide in scope, but only 
three now cover their entire state. Eighteen 
plans have territory outside their city or single 
county, and three are planning to extend. 


“Poor methods of enrollment in the extended 
areas such as commissions, no responsibility 
placed on the community, lack of preparation, 
thin rapid spread and branch offices are invaria- 
bly responsible for higher cost of acquisition and 
administration. On the other hand, a salaried 
field force, financial responsibility of community, 
community initiative for publicity, group meet- 
ings pre-arranged for field men who come at reg- 
ular intervals, and central handling seem to spell 
best experience with low acquisition cost, low ad- 
ministrative cost and rapidity in building up 
representative enrollment. 


“The conclusion drawn from these replies is 
that a plan should extend its area beyond city 
limits not only to that of the adjacent counties 
but to the trade area of its city; that with proper 
(i. e., conservative and sound) preparation such 
extension can be accomplished without penalty; 
that such extension is not only advisable and 
feasible but desirable.” 


The Richmond plan in launching its program 
of expansion within a few months will contact 
only hospitals approved by the American Medical 
Association or the American College of Surgeons, 
will secure support of the local county medical 
societies before covering the territory and will 
include only those portions of Virginia which 
would not legitimately or geographically be en- 
rolled by other hospital service plans in the state. 


3 * 3 


The Rochester Hospital Service Corporation 
made certain recommendations to its Executive 
Committee in January with regard to enlarging 
the geographical scope of operations. In accord- 
ance with these recommendations, the Rochester 
plan will begin enrollment in seven adjacent 
counties, subject to certain provisions. Each coun- 
ty’s records shall be separately maintained; reso- 
lution of approval from each county medical so- 
ciety shall be obtained; only non-profit hospitals 
can become participating members. Each county 
shall be required to form a lay County Committee 
for the promotion of group hospitalization. The 
board of directors of Rochester Hospital Service 
Corporation will include one representative from 
each of these county committees and one from 
each county medical society. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
N to the litigation. 


South Carolina 
Whether Liable for Negligence of a Nurse 


Lindler v. Columbia Hospital, 98 S. C. 25, 81 
S. BE. 512. 


Plaintiff’s action was based upon the negligence 
of a nurse in the employ of defendant in per- 
mitting plaintiff to be burned by hot water bottles. 
The facts were that plaintiff was placed in her 
bed while she was unconscious, following an 
operation. A verdict in favor of the plaintiff was 
returned, the trial court having refused to enter- 
tain a motion for a directed verdict on behalf of 
the defendant, which motion was based upon the 
fact of defendant’s incorporation as a charitable 
institution. 


The South Carolina court said: 


“The true ground upon which to rest the 
exemption from liability is that it would be 
against public policy to hold a charitable in- 
stitution responsible for the negligence of its 
servants, selected with due care. But the 
question whether it would be liable for negli- 
gence in the selection of its servants without 
due care is not before the court for considera- 
tion.” 


Various contentions of plaintiff’s counsel were 
considered, and were disposed of by the court in 
this language: 


“The respondent’s attorney urges several 
reasons why the defendant cannot be re- 
garded as a charitable institution so as to be 
exempt from liability for the negligence of 
its servants. 


“In the first place he relies upon the fact 
that the defendant is controlled by the physi- 
cians of Columbia, who are members of the 
hospital association. We have already shown 
that they are mere trustees for the purposes 
of carrying into effect the original purposes 
for which the hospital association was or- 
ganized. They are not entitled to any part of 
the profits, and the only benefits they de- 
rive from the association are merely inci- 
dental to their practice. There is no common 
fund to be divided among the physicians, but 
each must look to the particular patient em- 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
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cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








ploying him for his fees without reference to 
the fees of the other physicians. 


“The second ground upon which the re- 
spondent relies is that the defendant is not a 
public charity. The defendant is a public 
charity, but the same principle would apply 
if it were a private charity.” 


Counsel for plaintiff also urged that because 
plaintiff was a pay patient, the rule of exemption 
from negligence on the part of defendant charity 
should not be applied to her. Of this the court 
said: 


“ , . a hospital supported mainly by char- 
ity does not lose its character as a charitable 
institution by the fact that it accepts com- 
pensation and makes a charge for the use of 
rooms to those who are able to pay for them.” 


It is interesting to note, however, that the judg- 
ment in favor of the plaintiff was reversed by a 
bare majority of the court. It is possible that 
in the future the dissenting opinions of this court 
may become the law of the state. 


— 


Whether Physician May Demand Admittance 
to Hospital 


Strauss V. Marlboro County General Hospital, 
185 S. C. 425, 194 S. E. 65. 


This action was begun by a physician who 
sought to compel defendant to revoke certain 
rules which prohibited him from practicing in 
the hospital. His theory was that defendant was 
a public institution, not private, and that there- 
fore it had no right to exclude him from practice 
in the hospital. However, the trial court sus- 
tained defendant’s demurrer to the complaint, and 
this appeal followed, with the Supreme Court of 
South Carolina dismissing the appeal and affirm- 
ing the judgment of the lower court. 


It was said: 


“It is conceded, we understand, that if 
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Marlboro County General Hospital is a pri- 
vate institution, the action must fail and the 
appeal be dismissed. 


““*When, then, the argument assumes, that 
because the charity is public, the corporation 
is public, it manifestly confounds the popular, 
with the strictly legal, sense of the terms. 
. . . When the corporation is said, . . ., to 
be public, it is not merely meant, that the 
whole community may be the proper objects 
of the bounty, but that the government have 
the sole right, as trustees of the public inter- 
ests, to regulate, control and direct the cor- 
poration, and its funds and its franchises, at 
its own will and pleasure. Now, such an au- 
thority does not exist in the government, 
except where the corporation is in the strict- 
est sense, public; that is, where its whole 
interests and franchises are the exclusive 
property and domain of the government it- 
self.’ ”’ 


Again the court said: 


“It appears from the statements of the 
record that Marlboro County General Hos- 
pital was built by funds donated by individ- 
uals at large. It is governed by trustees 
named by the corporation, it is a public 
charity, but is a private corporation.” 


Defendant, then, being a private corporation, 
could not be compelled to adopt rules to enable 
plaintiff to practice in the hospital. It is gen- 
erally held that a medical man cannot insist that 
a hospital admit him to practice, provided, of 
course, that the hospital is not acting arbitrarily 
or capriciously in refusing him admittance. 


——>—_—_ 


Tennessee 


Whether Charity Liable for Negligence of 
Managers 


Abston Vv. Waldon Academy, 118 Tenn. 24, 102 
S. W. 351. 


Plaintiff was allegedly injured by reason of the 
failure of defendant charitable corporation’s man- 
agers to provide fire escapes in compliance with 
an ordinance of the City of Nashville. A judg- 
ment in favor of defendant was affirmed. 


The Tennessee court disposed of the conten- 
tions of plaintiff, saying: 


“The question is: Can such an action be 
maintained where, if so, the property placed 
by benevolent parties under the control of 
this corporation for what is well settled in 
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this state to be a charitable use, must be ap- 
propriated to its satisfaction? 


“We are satisfied that neither on principle 
nor on authority can this be done.” 


The court then turned to the language of Lord 
Cottenham, in a celebrated English decision, and 
quoted : 


“ “Tt would be in vain to search the records 
of this country for any judgment of a court 
directing trust funds to be applied to any pur- 
pose different from that for which they were 
originally given. . . . It is obvious that it 
would be a direct violation in all cases of the 
purposes of a trust if this could be done, for 
there is not any person who ever created a 
trust that provided for the payment of dam- 
ages out of it to be recovered from those that 
had the management of the fund. No such . 
provision has been made here. There is a 
trust, and there are persons intended to man- 
age it for the benefit of those who are the 
subjects of charity. To give damages out of 
a trust fund would not be to apply it to those 
subjects which the author of the fund had in 
view, but would be to divert it to a completely 
different purpose.’ ” 


a 


Charity Liable for Negligence in Non-Charitable 
Undertaking 


Gamble v. Vanderbilt University, 138 Tenn. 
616, 200 S. W. 510. 


The defendant was a charitable corporation, 
holding title to land and buildings, part of which 
were used in the furtherance of its charitable 
purposes. However, one of these buildings was 
productive of revenue, being used for an office 
building. Plaintiff’s husband was a tenant in this 
building and received injuries in an elevator acci- 
dent, which resulted in his death. 


Thus, the question was put directly to the court 
whether the income derived from a division of the 
charity, which division was not operated as a 
charity, could be subjected to the payment of a 
judgment against the institution, based upon the 
negligence of servants, agents, or employees of 
the university. The answer of the court was in 
these words: 


“Although this building was lawfully oper- 
ated by the university as an investment for 
the purpose of making profits to be used in 
its educational work, . . . yet it was in our 
judgment an enterprise sufficiently distinct 
and remote from the central activities of the 
charitable organization to make it inadvis- 


99 








able, from the viewpoint of public policy, to 
extend the exemption from liability thereto. 
Nor indeed can we believe that the welfare 
of the charity would be advanced or pro- 
moted by such extension, since there can be 
no doubt that, if it be determined that such 
acts of negligence as are averred in the 
declaration concerning the management and 
operation of the elevator in an office building 
are without redress in law, there would be 
few patrons of so dangerous an establish- 
ment. In our opinion as to such a remote 
enterprise the corporation should be held 
liable as any other corporation; but such 
damages as may be adjudged against it for 
breaches of duty in respect of such manage- 
ment should be charged as expenses of the 
operation of the particular property, and 
only the residue of the income should be 
available for the uses of the charity. . . .” 


“Furthermore, we do not mean to hold that 
any judgment that may be recovered can be 
levied upon or collected out of the university 
grounds or buildings, or any property there- 
on located capable of use for the conduct of 
the charity. The declaration shows that 
there is ample property aside from the uni- 
versity grounds and buildings out of which 
may be realized any judgment likely to be re- 
covered. It should be noted that in this class 
of cases the court will not permit judgment 
to be rendered when it is apparent there is 
no property out of which it can be collected. 

. . Even after judgment the court will re- 
strain any effort to subject the property of 
the charity not liable to execution because of 
its exempt character... .” 


——— 


City Hospital Held Not Liable 


Wallwork v. City of Nashville, 147 Tenn. 681, 
251 S. W. 775. 


The plaintiff, a pay patient, entered the city 
hospital, a charitable institution, to undergo an 
operation. After completion of the operation, 
and before her recovery from the anesthetic, she 
was burned about the feet by hot water bottles 
placed in her bed by one of defendant’s nurses. 
The case went to the jury, and the trial court 
directed the jury return a verdict in favor of the 
city, and incidentally, in favor of the hospital 
operated by it. The action of the trial court in 
so holding the defendant not liable was affirmed 
by the high court on this appeal. 


It was said by the court: 


“It may be said by the very great weight 
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of authority, it is now held, on grounds of 
public policy, that a private charity hospital 
which has exercised ordinary care in the 
selection of its employees is not liable for in- 
juries resulting from their negligence.” 
Again: 


“It is also held that the rule applies to a 
pay patient as well as to one who does not 
pay. The principle of law as to private 
charitable hospitals, set forth above, upon 
reason, would apply to a municipal charitable 
hospital, for courts would not extend a 
greater latitude of exemption to a privately 
conducted charity than to a public one, for in 
the former the service rendered might be re- 
stricted to certain classes, while in the latter 
the service is extended to all citizens.” 


Finally, the court referred to a treatise on 
municipal corporations and quoted the following: 


“‘The duty of a municipal corporation to 
conserve the public health is governmental, 
and it is not liable for injuries inflicted while 
performing such duty. The decisions are 
practically unanimous in holding that a mu- 
nicipality is not liable for the torts of its 
board of health or other health officers on the 
theory that the duty in regard to preventing 
sickness or caring for sick people is strictly 
a governmental or public function. 


“cc 


‘Accordingly a municipal corporation is 
not liable for the negligence of its officers and 
employees in conducting a municipal hos- 
pital, or in the treatment of patients therein, 
whether the purpose of the hospital be char- 
itable or to provide for the general health and 
welfare by preventing and suppressing the 
spread of disease. In the latter case, the au- 
thority to maintain the hospital must be re- 
garded as an exercise of the police power, 
within the rule that a municipality is not 
liable for the negligent act of its agents or 
servants engaged in enforcing, executing, or 
giving effect to its police ordinances and 
regulations. 


“On the other hand, if a municipality has 
power to, and does maintain a hospital for 
revenue, there is no doubt but that it would 
be liable for the torts of persons employed 
about the hospital; but if it conducts the hos- 
pital for revenue, but without power to do so, 
it is not liable. However, the fact that fees 
are charged some patients in a city hospital, 
where it does not charge fees of all patients, 
does not render the municipality liable for 
negligence in connection therewith.’ ” 
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Institutes for Hospital Administrators 


LEE C. GAMMILL, F.A.C.H.A. 


been an increasing demand from the pub- 

lic for hospital service. Great strides have 
been made in the specialization of medicine, in 
increased nursing knowledge, and especially, in 
scientific medical advancement. Many of the in- 
stitutions of higher learning have for some years 
been offering extra inducements to study and de- 
velop particular phases of disease control. Mod- 
ern developments have demanded increased hos- 
pital facilities. The success of each hospital de- 
pends, not upon any particular medical specialty, 
diagnostic facility, or nursing procedure, but it 
does depend upon the careful correlation, through 
management, of available services for the com- 
munity’s need. 


DP) ve: the past twenty years, there has 


It is an accepted fact that the old order in med- 
cal and hospital affairs is changing for the better. 
Many problems in hospital management, which 
time and added donations previously would have 
settled, are today confronting the hospitals and 
demanding the use of additional knowledge that 
some of us realize we do not possess. At least, 
many of us feel that we could use a college degree 
in hospital administration to good advantage. 


Our southland has, and is, awakening rapidly 
to the importance of hospital management. Our 
doctors are demanding every known aid in their 
scientific fight with disease. Our hospitals have 
responded to the best of their ability, but a 
greater obligation is placed upon us today than 
ever before. With the new order not yet clarified 
we cannot expect the other professions to do their 
own work, and also help to direct a hospital. It 
is thought that hospitalization has come to the 
point where specifically trained, and educated-to- 
the-mission executives are absolute necessities for 
the life and development of the hospital no matter 
what its size. 


Since 1910, the American Hospital Association 
has interested itself in the problem of educational 
opportunities for hospital superintendents. Many 
plans have been offered. The experiences of East- 
ern university extension training and Northern 
apprentice systems were not deemed adequate for 
the demand. Certainly, not for many of us al- 
ready trying to administer hospitals. The Ameri- 
can College of Surgeons realized the existing need 
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through experience gained by inspection for ap- 
proval of hospitals for trained executives in hos- 
pitals. It has helped to plan for hospital execu- 
tive training. 


In 1933, a group of hospital executives com- 
pleted an organization whose purpose is to pro- 
vide educational opportunities for hospital work- 
ers. The impetus for educational advancement, 
given by the American College of Hospital Ad- 
ministrators, has been felt over the entire United 
States and Canada. To a great extent, the pres- 
ent availability of our Institutes should be cred- 
ited to the College. Hospital executives have 
welcomed the protection that this organization 
offers to hospital administrators. 


Also, in 1933, the first Institute for Hospital 
Administrators was offered by the American Hos- 
pital Association at the University of Chicago. 
This was a three-weeks’ refresher course follow- 
ing the American Hospital Association Conven- 
tion in Milwaukee. It was sponsored by our Asso- 
ciation, through the President, Dr. N. W. Faxon, 
and the Executive Secretary, Dr. Bert W. Cald- 
well, with the aid of the American College of 
Surgeons, through Dr. M. T. MacEachern; the 
Rosenwald Foundation, through Dr. Michael M. 
Davis, and the members of the Chicago Hospital 
Association. The Department of Business Ad- 
ministration, Engineering, and Architecture, of 
the University of Chicago, with plant facilities, to- 
gether with the previously named, and the ad- 
ministrators of Chicago hospitals, furnished in- 
structors, well steeped in knowledge and experi- 
ence, to give lastingly remembered lectures and 
demonstrations in the Chicago hospitals. 


These Institutes have been continued each year 
on the campus of the University of Chicago. 
Other institutes have been established in Minne- 
apolis for the Middle-West, in California for the 
West, and at Duke University for the South. The 
East has for years offered specific courses for hos- 
pital workers in colleges and universities. In the 
future universities may offer a full four-year 
study toward a degree in hospital administration, 
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planned principally for the young person select- 
ing a career in hospital administration. 


We are more interested today in ourselves and 
the problems now confronting us. We want to 
develop our hospitals. We want to develop our- 
selves to be more efficient and worth more to our 
chosen work. We want to develop our southern 
hospitals, certainly upon a parity with any other 
section of the country. We need new ideas and 
better ways to handle old problems. We need to 
make opportunities, or, at least, meet them half- 
way. We want to assist our fellow workers in 
the development of curative and preventive medi- 
cine, in technology, in nursing, and in dietetics. 
We probably need new buildings or additions, or 
to revise our utility equipment, refrigeration, or 
other departments of hospitalization. If this is 
so, we need more knowledge. 


Today, hospital administrators are expected to 
be professional people. The responsibility for 
future development of our hospitals lies with us. 
It is individual. It is personal. It is an oppor- 
tunity to be able to. correlate intelligently and 
make available to our communities the many tal- 
ents of the medical world, through our hospitals 
to distribute fairly so as to be within reach of all 
suffering humanity. It is also our responsibility 
to further the proper functioning and future de- 
velopment of every department in the hospital. 
We employ the best trained people we can find. 
However, we and our assistants have a further 
obligation to refresh ourselves in our professional 
work. 


The Institutes for hospital administrators offer 
to hospital workers an opportunity to hear lec- 


tures and to see actual demonstrations of the full 
range of hospital functions. The Institutes are 
of equal value to the superintendent of nurses, 
business manager, dietitian, night superintendent, 
chief engineer, and to any of their assistants who 
might be trained to fill a future vacancy. The 
details of the functioning of these different de- 
partments are covered by theoretical lectures by 
qualified lecturers, and by practical demonstra- 
tions in hospitals known for the proper handling 
of the questions for solution. 


As executives in the hospital field, the future 
progress of our institutions demands our atten- 
tion to the subject of self-education, and to the 
education of those whose work we direct. May 
I recommend for serious consideration, especially, 
for southern hospitals, the inexpensive opportu- 
nity to attend one of the Institutes available this 
year. A letter of inquiry to Dr. M. T. MacEachern, 
40 East Erie Street, Chicago, Illinois, who is 
Chairman of the Institute Committee of the 
American Hospital Association, or, to Dr. Bert W. 
Caldwell, 18 East Division Street, Chicago, IIli- 
nois, Secretary of the American Hospital Asso- 
ciation, will bring full details as to costs and ac- 
commodations available. 


In this modern day, with advancement and ad- 
vantages never before known, we must realize 
that the responsibility and the accountability rest 
upon our shoulders to interpret the hospital to 
the public, and to provide the various means nec- 
essary to administer all of the works of modern 
scientific medicine so that our hospitals may do 
their part in the modern scheme of things. May 
we all be prepared. 
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Improving Medical Service in Rural Maine 


An interesting experiment is now going on in 
New England. The philanthropy of _Boston’s 
wealthy Bingham Family could take no better 
direction than it has toward improvement of med- 
ical service in rural Maine. There are three 
phases of the program: (1) postgraduate instruc- 
tion; (2) diagnostic work; (3) interchange of 
clinical and laboratory facilities. 


Postgraduate instruction for rural programs 


takes three forms: (a) meetings organized by the - 


physicians; (b) clinics by recognized specialists ; 
(c) postgraduate courses for one month at the 
New England Medical Center in Boston through 
Tufts Medical College. 


The diagnostic work for rural Maine heads up 
in the new 75-bed Joseph H. Pratt Diagnostic 
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Hospital, a magnificent gift of the Bingham Fam- 
ily to the New England Medical Cexter. 


Interchange of facilities takes place through 
the larger centers of population in Maine, Port- 
land, Lewiston and Bangor. X-ray and labora- 
tory technicians in rural hospitals around these 
three centers spend a certain amount of their time 
each year in the larger hospitals of Portland, 
Lewiston and Bangor, as well as at the Diagnostic 
Center in Boston. The rural physician has con- 
sultation with specialists in these three places 
and in Boston freely available to him at all times. 


Friendly cooperation and not competition is the 
basis of this relationship. That is the basis of the 
relationship that should exist between all large 
city hospitals and hospitals in its trading area. 
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EQUIPMENT APPROVED 
COLLEGE OF SURGEONS 


LAUNDRY COSTS 
REDUCED 75%... 


"What—only rain water to operate the laundry?" 
"That's right," they replied, and it seldom rains 
in Bermuda!" Imagine our feelings; however, we 
set to work to design a laundry that would require 
only a limited amount of water. Did we succeed? 
Well—the laundry cost was reduced from 8c to 
2c per lb.! The same sound principles can be 
applied in any laundry planning project to pro- 
duce maximum efficiency at minimum cost. 

Call Hoffman for a laundry survey. 


U.S. HOFFM 


COMPLETE LAUNDRY EQUIPMENT 


March, 1939 


AN 


SERVICE 

















FOR THE INSTITUTION 


103 








Dietary Supervision and Service in Small Hospitals 


MABEL GLADIN 


a large hospital employing a number of 

dietitians are needed for the successful 
operation of the dietary department of the small 
hospital which employs but one dietitian. There- 
fore, the dietitian in the small hospital with all her 
varied duties to perform should be a competent 
graduate dietitian, well trained for her job. 


~ LL functions of the dietary department of 


As the basis for this article, I shall use my 
experience in the organization and supervision 
of the dietary department of a 50-bed general 
community hospital, of the non-profit class. 


Our dietary department consists of a main 
kitchen where all the food is prepared and served; 
three dining rooms—the staffs’ dining room, the 
executives’ dining room, and the help’s dining 
room; the preparation room which contains three 
cold storage rooms for dairy products, fresh 
produce, and meats, an ice plant, and facilities for 
preparation of nourishment, salads and desserts; 
a small pantry for staple supplies; a garbage 
room; and the dietitian’s office. 


The dietary department is responsible for all 
the food service rendered in the hospital. The 
departmental personnel consists of the dietitian, 
the chief cook, assistant cook, kitchen helper, 
dining room maid, and nurses’ home maid. The 
dietitian has charge of the department and is 
responsible to the superintendent. Her services 
include both administrative and _ therapeutic 
duties. She is responsible for the selecting and 
managing of kitchen employees, the planning of 
the meals for the dining room and patients, the 
supervision of preparation and serving of the 
food to respective clientele, the buying of the 
food, and the cost of all foods served in the hos- 
pital. The dietitian supervises the preparation 
of all diets, visits the patients daily, and en- 
deavors to make the available food conform, in 
quantity and preparation, to their individual 
preferences, whenever this is practical. She pre- 
pares all special diets ordered by physicians, and 
when ordered by the attending physician, in- 
structs patients in the preparation of special diets 
after being discharged from the hospital. 


The housekeeping department also comes un- 
der the supervision of the dietitian. In our hos- 
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pital this includes the supervision of the laundry 
and the care of the nurses’ home. In the small 
hospital where the personnel must be limited, the 
dietitian may fill the position of dietitian-house- 
keeper efficiently without a great deal of inter- 
ference with her dietary duties. 


Buying and Checking Supplies 


I have the privilege of buying or requisitioning 
my own supplies, in keeping with the budget, 
passing upon the quality and quantity, with the 
superintendent as consultant. Foods are bought 
on a competitive basis. Fresh vegetables, fruits, 
and meats are bought as needed from the local 
markets. Canned goods and staples supplies are 
bought monthly. These supplies. are kept in a 
central supply room and are_ requisitioned 
daily by the dietitian and transferred to the 
pantry for current use. At the end of the month, 
a physical inventory, which is a monthly inven- 
tory of unissued stock in the store room, is made 
by the dietitian and given to the business office, 
where a perpetual inventory is kept, making pos- 
sible a close check on food and supplies used. As 
each staple article is bought it is entered on an 
inventory card from the invoice. 


Requisitions from the store room are posted at 
the end of each month and the value of the inven- 
tory at the end of the month is deducted from the 
total value at the beginning of the month, consist- 
ing of beginning inventories plus purchases. The 
figure so derived is the cost of staple supplies used 
for the month. To this figure is added the total 
amount of other food invoices which gives us a 
total of the food cost. The food cost is divided by 
the total number of meals served to all hospital 
employees, guests, and patients, which gives us 
the per capita cost per meal for food. For the past 
ten months the average per capita food cost per 
meal has been twelve and one-half cents. The 
per capita cost, including food cost, preparation, 
and service has been sixteen cents. 
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Physicians — Hospital Administrators — Graduate Nurses — Dietitians — Technicians 





They always ask for fiery, finer, smarter people.... 





In all the letters that come to us our clients always ask for people 
who would do the work that’s theirs better than it ever need be done. 





standing that is our greatest pride . . . to know the 


. they come to us with jobs to fill, with ideals 
ways to find the jobs, to find the finer people, where 


in their minds, with needs and necessities to meet, 





come to tell us they want physicians, graduate 
nurses, dietitians, every kind of professional help, 
need spirited, plucky people, smart and pleasant 
people, self-reliant, honest people, who'd love the 
jobs they would get! 
We find them for them! 
We find the finest hospital and medical people in 
the land; spunky, eager folks, smart and lovable 
. and never stop until we find the jobs they 
would love, round holes for round pegs, square 
holes for square pegs. 


It has taken us lifetimes of learning; takes an under- 


each belongs to the other so obviously, so happily, 
that always they do the work that’s theirs far better 
than it need be done. 


How carefully we do our work. 


If you want the work you'd love to do. . . or, if you 
have that to give and want square pegs for square 
holes, round pegs for round holes, want fiery, finer, 
smarter people . . . we wonder if you'll write to us 

. . we'll find them for you. That is our great work. 


Or, we will tell them who you are; tell them what 
you want; tell what you have to give; and how you 
would work! Dreams can come true. Will you write? 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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Four Factors in Planning of Menus 


The amount of money to be spent on food; 
the needs and taste of the groups fed; the physi- 
cal plant in which the work is done; and the 
help available for preparation, cooking, and serv- 
ing are the four factors which confront the dieti- 
tian when planning her menus. In the small 
hospital these factors are problems—unless it is 
an endowed hospital. However great a problem, it 
is the dietitian’s responsibility. In planning 
menus she must consider cost, food values, ap- 
pearance of plates or trays, use of flavors, use of 
food color, use of seasonal foods, the use of the 
surprise element, limitations imposed by lack of 
space, equipment, and help. 


The menu must first meet the physical needs of 
patients and other clientele and must offer a good 
variety of foods. I use the same menu for the 
personnel of the three dining rooms, for economy 
in buying and preparation of food, and to foster a 
pleasant relationship among the three groups. 
Quite often the personnel menu, with a few varia- 
tions, can be used for the patients. I avoid iden- 
tical sequence of menus and the repetition of 
foods too frequently by checking over the menu 
for the week before. I find it an advantage to 
plan menus several days ahead for best buying 
and planning of food preparation. Served menus 
are kept on file for reference. 


A selective menu is not used for the patients. I 
do not feel it would prove a special advantage for 
a small community hospital, where there is a fair 
percentage of charity patients, and where there is 
a rapid turnover. It is an expensive service and 
would require an increase in personnel. However, 
with the daily visit to patients, likes and dislikes 
are kept in mind and special orders are permitted. 
Trays are closely checked before going to the 
patient and on return to the kitchen. Notes are 
made of food returned on trays and the reasons 
discussed with the patient. 


Centralized Services 


Centralized tray service, by which all the trays 
are served from the main kitchen, is used. I find 
this service is excellent for the small hospital. 
The dietitian has entire responsibility of the 
patients’ food service and has authority to see 
that food is served promptly to the patient. The 
problem of keeping food hot is taken care of by 
an electrically heated food conveyor. The dieti- 
tian accompanies the trays to the floor where they 
are served directly to the patient by the nurse or 
the nurses’ aids. 


A central nourishment system is used. The 


106 


nourishment is prepared in the main kitchen and 
sent to the floors at 10 a. m., 2 p. m., and 8 p. m., 
where it is served by the person on duty. A nour- 
ishment list is sent down by the floor supervisor 
before the serving hour and the nourishments are 
made up accordingly. 


Therapeutic Diets 


The preparation of food for therapeutic diets 
is done in the kitchen by or under the close super- 
vision of the dietitian. In the small hospital, the 
dietitian must cater to the individual doctor’s 
ideas of diet treatment and make herself avail- 
able as a consultant on diets. It is helpful to 
organize diet instructions and sample menus for 
each of the special diets commonly used for the 
doctors’ and nurses’ reference. These diet lists 
should be carefully reviewed and approved by the 
hospital medical staff. Diet instructions are given 
to each patient before dismissal when ordered by 
the physician. These patients and diets are 
checked through the medical clinics of the out- 
patient department. 


Through the food clinic, the dietary department 
may be acenter in the community for information 
on dietetics, the dietitian rendering invaluable 
service to mothers, diabetics, and others requiring 
special diets, and to those who live on reduced 
incomes. Doctors often send their private pa- 
tients to the dietitian for diet consultation. There 
is a small charge made for such cases. 


The monthly dinners for the medical staff, hos- 
pital teas, and special luncheons for hospital direc- 
tors and allied organizations can be the means of 
demonstrating the advantage of a well conducted 
dietary department and a cooperating dietitian. 


We cannot expect to find an ideal set-up in the 
small community hospital. 


With too few employees, inadequate equipment, 
and long working hours, we cannot expect to find 
an ideal dietary set-up in the small community 
hospital. The dietitian is liable to become too 
engrossed in details and her time is occupied by 
daily tasks that should be attended to by the 
kitchen workers. A dietitian in a small hospital 
must endeavor to keep a proper prospective and 
not let her immediate duties overshadow the value 
of giving time to her professional growth. Keep- 
ing in touch with current books and other publi- 
cations on nutrition and institutional manage- 
ment, and attending professional meetings are 
practical means of solving problems and learning 
newer and better methods of department manage- 
ment. 
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Baxter’s can free your mind 
of certain worries 


Baxter's Dextrose and Saline Solutions 
are tested and inspected, guarded, by a 
rigid system of laboratory controls... 
as exacting and as certain as we can 
devise. 

They are made safe and pure and 
sterile and they are kept that way... 
ready for the time you need them. If 


you have ever worried about those 


things, you can end that worry now. 
Use Baxter’s...in Vacoliters... al- 
ways packed in vacuum. 

In Vacoliters, Baxter’s Intravenous 
Solutions are protected by our exclu- 
sive tamper-proof seal that shuts out 
contamination ... that keeps Baxter’s 
tested laboratory purity intact... ready 


when you need it. 


The fine product of 
BAXTER LABORATORIES 





GLENVIEW, ILL., COLLEGE, POINT, N. Y., GLENDALE, CAL., TORONTO, CANADA, LONDON, ENGLAND 


Produced and Distributed on the Pacific Coast by Don Baxter, Inc., Glendale, California 


Distributed East of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


Chieago « New York 
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Hospital Planning and Renovation 


KATE V. TIPPING 


been an era of rehabilitation and moderniza- 

tion. A great deal remains to be done in many 
of our hospitals which are more than ten years 
old. It is our purpose to outline some methods 
which we have adopted in attacking this problem 
in our own institution. 


I THE field of hospitals the past four years has 


The Survey and Need-Inventory 


In the first place, it is necessary that every 
administrator should have a clear conception of the 
needs of every department in his hospital, from 
the front lobby to the engine room. In order to 
accomplish this it is important that, before begin- 
ning any modernization project, a survey be 
made by every department head as to the im- 
portant physical needs of his department. This 
“need-inventory” should be placed before the 
superintendent who should then determine thé 
approximate cost for the complete modernization 
of every department and should determine at the 
same time which departments are in most urgent 
need of renovation. 


For those hospitals whose budgets do not allow 
for any extensive program and whose moderniza- 
tion depends largely upon individual gifts from 
time to time, such a survey is the means of at- 
tracting special attention to the hospital’s most 
urgently needed projects. By and large, it has 
been our experience that donations are made un- 
der emotional stress and upon the spur of the 
moment. For this reason it is especially neces- 
sary that the hospital head have available at all 
times a variety of plans involving both large and 
small financial outlays in any particular depart- 
ment in which a prospective donor may have a 
particular interest. 


At our hospital we have undertaken a rather 
impressive modernization plan which has been 
financed through private donations and through 
funds available, from time to time, in our operat- 
ing account. We have felt that any project which 
could justify itself on the basis of increased effi- 
ciency and economic savings should be financed 
at the earliest possible moment, from operating 
funds if necessary. 


This paper was illustrated by nineteen lantern slides. Unfor- 
tunately, space prevents reproduction of the slides. Readers 
who are particularly interested in any one phase of the presen- 
tation should write direct to the author.—Editor’s Note. 





Presented at the American Hospital Association Convention, 
Dallas, Texas, September 27, 1938. 
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Many of us become discouraged when planning 
to modernize our buildings or equipment because 
of the fact that many of the older hospitals are 
so arranged that buildings are far apart and in 
effect we are attempting to run three, four, and 
even five units almost as separate hospitals. It 
is often possible by careful planning and consult- 
ing with competent architects to find ways and 
means of building connecting structures for ad- 
ministrative and special service purposes, which 
will help us to bring together all of the facilities 
of our building under one roof. This was accom- 
plished at Touro Infirmary several years ago un- 
der the administration of Doctor B. C. MacLean. 
We now have a hospital unit entirely under one 
roof and, while communications and supply dis- 
tribution are still carried horizontally, we have 
effected economies in operation which are per- 
manent and which were impossible with our for- 
mer separate buildings. 


Eliminating the Old Dormitory Style of Ward 


One of the most noticeable sore spots in hos- 
pitals with ward service is the dormitory style of 
ward which we see so commonly. With the ex- 
penditure of very small amounts of money, these 
large open wards can be converted into private, 
almost homelike surroundings through the con- 
struction of cubicles and the use of color in the 
form of draperies and venetian blinds. 


Several years ago a private ward was re- 
modeled in such a way that each patient had the 
privilege of an individual cubicle and individual 
bedside equipment. This ward has been very 
successful from the standpoint of income and 
from the standpoint of minimum expense for 
nursing care. In addition to indirect lighting 
which is a feature of both wards, the acoustical 
treatment has been found effective in reducing 
noise to a minimum. 


Modernization of Our Laboratories 


Our first major project was the modernization 
of our laboratories, which form the foundation 
for the standards of professional care given to 
patients and are the back-bone of the diagnostic 
machinery in the hospital. 
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BEFORE BUYING X-RAY 


THERAPY EQUIPMENT 
You will want to know- 


vu 


@ about the experiences of those who are 
using the type of apparatus you have under 
consideration; 

@ about the records of performance under dif- 
ferent operating conditions; 

@ whether extreme variations in climate, or 
differences in altitude, have affected efficiency 
of operation ; 

@ about the practicability of its system of con- 
trolling the several energy factors, and the de- 
gree of accuracy in administering x-ray dosage; 
@ whether the apparatus is easy and convenient 
to handle—how flexible in its application to 
different parts of the body; 

@ whether there have been serious delays— 
interruptions to service—due to electrical or 
mechanical difficulties; 

@ about the availability of expert, personalized 
service when such difficulties arise; 

@ about economy of operation and cost of 
upkeep over a period of years. 
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This kind of information, of immediate in- 
terest to every prospective buyer, is easily 
available, for there are hundreds of users of 
G-E Maximar Therapy Units located in all 
sections of the United States and Canada, and 
in practically all parts of the world. The records 
of performance of these Maximar units, and 
the expressed satisfaction of their owners, will, 
we believe, convince you that the reputation 
of G-E products for reliable service is fully 
merited, and that a G-E installation represents 
a thoroughly sound investment. 

We shall be glad to send you particulars on 
the world-renowned G-E Maximar units for 200 


kv. and 220 kv. therapy. Ask for Pub. No. F53. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILL., U. S. A. 
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Our new necropsy room was kept as simple as 
possible. The table itself is of tile construction 
with expanded steel chromium plated top, built-in 
water-tight electric outlet for cranial work, in- 
direct lighting for the room and direct light over 
the table, tiled ice box with stainless steel front, 
a convenient scale for the weighing of organs, and 
overhead heating system. Every hospital can 
easily afford this simple type necropsy room. 


Another feature of the laboratories is the re- 
search department. It is done entirely in white 
enamel, bakelite table-tops, venetian blinds, 
asphalt tile floor, built-in burnette holders, and 
overhead heating. The hospital is the logical 
place for the encouragement of research and in 
the future this department is expected to play 
an even more important part in the every day 
life of the modern hospital. 


Our biochemistry laboratory illustrates the 
value of the overhead heating detail which enables 
the complete use of all available floor space. 


The laboratories also feature a photographic 
department. A display of some of the work of 
this department was exhibited in the lobby of 
the hospital on the occasion of National Hospital 
Day. 


Many of the sterilizing rooms in the older hos- 
pitals are of the open type. By building a false 
tile wall and with proper extensions, such a room 
can easily be converted into the modern recessed 
style. In addition to enhancing the appearance 
of the room there is a great reduction in the 
amount of heat thrown into the room, which is 
welcomed by the workers in this department. 


Kitchens 


Because kitchens are usually hidden away in 
an inaccessible part of the hospital, they are often 
neglected when it comes to making improvements. 
This is usually a serious mistake, since many of 
the more modern improvements in kitchen equip- 
ment in a very short period will easily pay for 
their installation many times over. Our new 
kitchen has recently been modernized at a cost of 
$17,000.00. This figure includes tiling floors and 
walls, painting, new hoods, dishwashing room and 
complete stainless steel equipment throughout. 
We installed a battery of ranges, deep fat friers, 
and broilers. Deep fat frying is no longer done 
on top of ranges but in special recessed containers 
so arranged that the cooking oil may be drained 
off and reused many times. Savings to our hos- 
pital in this regard amount to almost $25.00 per 
week. Our small battery of electrically heated 
food carts with attached coffee urns are con- 
stantly ready for use. A complete battery of 
coffee and tea urns and kitchen bake shop was in- 
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stalled. This section is in the main kitchen and 
not in a separate room, as is so often the case. 
The vegetable room is also a part of the main 
kitchen, with table-tops of maple. The dishwash- 
ing room is equipped with tray receptacles for 
dirty dishes, dishwashers and separate glass 
washers, and exhaust fan for ventilation. In ad- 
dition to the equipment replaced in the kitchen, 
we have added to our food service heated tray 
carriers, silver plated hot plates, and silver plated 
thermos jugs. 


Color in Our Hospitals 


For the last five or six years, hospitals have 
been using color in rooms and wards and we think 
a great deal has been accomplished in this way. 
Care must be taken in choosing colors and designs 
that are restful. White paint is our standby. 
After selecting a color for draperies in our rooms 
we match the walls by adding the background 
color to our white paint. It is very interesting 
to mix colors and a great satisfaction when one 
gets just the correct shade. 


Materials that will not fade in constant wash- 
ing are important. The initial expense of sun- 
fast and washproof: material is considerable, but 
to buy cheap draperies and chair covers is poor 
economy. We have found that mohair, which can 
be had in almost any color or design, is the most 
serviceable material. One can add a striking note 
to rooms by having chair covers of entirely dif- 
ferent colors. Small tables, lamps, and attractive 
flower vases have made the rooms more homelike. 
Tray service has a special place in our scheme of 
colors. Tray cloths that match the china, thermos 
coffee pots, and good plain silverware have added 
greatly to the appearance of our rooms. 


Although green or grey seem most popular in 
operating-rooms, we have used a Romany blue 
tile that has proved much easier on the eyes. This 
color has been widely adopted by European hos- 
pitals, but in very few American institutions at 
present. 


Uniforms for all employees are a great aid in 
making any hospital smart looking. We have 
page boys in white and burgundy tailored suits 
with pill box caps. These boys take patients to: 
their rooms, and deliver flowers and packages, as 
all packages are left at the front desk. Many of 
our patients have remarked that they feel as if 
they were coming to a hotel for a visit. 


The importance of a survey of one’s own in- 
stitution cannot be too greatly stressed. This 
should be the start of any renovation program 
and if carefully done would be of real value to 
one’s hospital for many years to come. 
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GAVE THIS ROOM 
% MORE* 





*READINGS WERE TAKEN AT FOUR DIFFERENT POINTS IN 
THE ROOM BEFORE AND AFTER WASHING WITH WYAN- 


DOTTE DETERGENT. THE LIGHTING ENGINEER SHOWN 


ABOVE HAD NO CONNECTION WITH THE MAKERS OF 


WYANDOTTE PRODUCTS. 


The walls and ceiling of this room didn’t look very 
dirty. There was the usual gray shadow that time 
spreads over things — that was all. But when the 
walls, ceiling and light fixtures were washed with 
Wyandotte Detergent the delicate sight meter showed 
35% more light in the room! 

There is no need to talk about the value of light, 
cheerful hospital rooms—but do you know that 
Wyandotte Detergent washes tile, porcelain and 
painted surfaces easily as well as thoroughly? That 
washing costs with Wyandotte are lower for at least 
three reasons? 

Because Wyandotte Detergent is a quick-acting 
cleaner you save on labor costs (more than 90% of 
all cleaning costs are labor costs) .. . because a little 
goes a long way, you save on cleaning material .. . 
and because Wyandotte Detergent rinses freely and 
leaves no film behind to catch dust and dirt—walls 
stay light longer! 

Ask your Wyandotte Service Representative about 
other uses for this superior cleaner. He will be able 
to help you get increased illumination at lower clean- 
ing cost. Call him today. 


THE J-B- FORD COMPANY 
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Supplementary Training in Hospital Administration 


GEORGE A. MaclVER, M.D. 


or small, cannot be conducted acceptably 

without some degree of preparation and 
training. There can be no argument about that. 
Nor can there be any argument that this prep- 
aration or training should never be considered as 
completed. If there is anything we know, it is 
that in the conduct of hospitals, as indeed in the 
conduct of any other enterprise, there is operat- 
ing always the forces that make for progression 
as well as for regression. The administrator must 
be alert to these forces and informed about their 
behavior if he is to carry on successfully in hos- 
pital administration. 


T= BUSINESS of any hospital, be it large 


This suggests that any person engaged in hos- 
pital administration should establish for himself 
some perpetuating program that supplements his 
training. In setting up such a program, first 
consideration should be given to the great store 
of information on hospital procedure that has 
accumulated and is constantly being enlarged. 
To this store there is ready access, and it can be 
procured easily and with but very little trouble. 


Systematic Reviewing of Hospital Publications 


In this program, then, I would give an impor- 
tant place to the systematic review of hospital 
publications, of which there are excellent ones, 
where one can find material dealing with every 
phase of hospital work. I know there will be 
occasions when it will be difficult, with all the 
demands that the work of the hospital makes on 
one’s day, to find time to do this very thoroughly, 
but if some definite plan is made it will soon fit 
into the daily or weekly routine and it is not likely 
to fall into a hit or miss affair. 


Some administrators have a plan for keeping 
in touch with hospital literature that has much 
to commend it—a plan of monthly meetings of 
department heads each of whom is required to 
present in abstract, or in more detail, articles 
that pertain in any way to the work of a par- 
ticular department appearing in the journals of 
the previous month. This brings to the special 
notice of the administrator and his staff present 
trends in hospital administration, and the prob- 
lems experienced by others in the hospital field. 
The discussions that arise, therefrom, may very 


Presented at the Twenty-first Annual Hospital Standardization 
Conference of the American College of Surgeons, New York 
City, October, 1938 
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well lead to analysis and audit of hospital per- 
formance, to the adoption of improved methods 
that may make both for economy and better hos- 
pital service. I believe that whatever expenditure 
is made for books and journals used in this way 
can yield large dividends to any hospital, and add 
in an easy and convenient way to the training of 
the administrator. 


Visitations to Other Institutions 


Then, too, I think in a program of training I 
would include visitations to other hospitals and 
to institutions performing service similar in some 
respects to that of some department of the hos- 
pital. Visiting tours arranged in connection with 
conventions and conferences are very valuable, 
but I think there is often times quite as much of a 
return on visitations which are arranged on an in- 
dividual basis. They offer an opportunity for a 
little more intimate discussion of subjects of par- 
ticular or personal interest. It is well to see how 
things are done in neighboring hospitals and, per- 
haps, make constructive comparisons with how 
they are being done in your own hospital. 


There is much to be learned from the survey 
of a hotel kitchen or dining room, of a commer- 
cial laundry, or certain industrial plants which, 
under the pressure of modern business, are 
obliged to employ measures that make for effi- 
cient but economical operation, and which very 
often are under the constant review of their effi- 
ciency experts. Such visitations should be made 
several times a year or as often as may be desira- 
ble for any special purpose that may arise. 


Membership in Hospital Associations 


I think, too, that the program should provide 
for membership in some of the hospital and allied 
associations, and that the administrator should 
make the most of that membership in attend- 
ance on meetings or conventions of these organ- 
izations. There is no lack of opportunity in this 
direction for there are any number of local, state, 
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and national assemblies to which much prepara- 
tion is given, and which have been designed to 
benefit those who are interested in any way in 
hospital work. It is difficult to conceive of any- 
one attending these assemblies without gaining 
something to add to his qualifications in hospital 
administration. 


Attendance at Conventions 


The value of attending conventions can hardly 
be overestimated. It comes in many ways. The 
presentations and discussions arising, therefrom, 
may range from the experience of those of ma- 
ture judgment who have given years of their 
lives to the work of hospitals, to that of the ex- 
pert who deals with the most recent technical 
measures, or apparatus, that may become the hos- 
pital need of tomorrow. 


As a part of these conventions, exhibits have 
assumed a very prominent place. These exhibits, 
conducted as they are by those who have expert 
knowledge of their particular subjects, offer a 
means of gaining not only useful information, but 
often times most valuable assistance in dealing 





with special problems which confront the hospital 
administrator. I doubt if anywhere there can be 
found such a display of exhibits as are shown at 
the conventions of the American Hospital Asso- 
ciation. And I doubt if anywhere, in the same 
length of time and with as little effort, an admin- 
istrator can gain such a wide range of informa- 
tion about modern hospital facilities. This, alone, 
should be sufficient reason for making attendance 
on these meetings a thing to be planned for each 
year. 


There are other values which come from attend- 
ance on meetings that are not so easy to measure. 
One of these, I should say, is in the opportunity 
it gives to meet those engaged in hospital work. 
The informal conversations and exchange of ideas 
are informative and stimulating, but they may be 
more than that, they may give a better perspec- 
tive on the whole subject of hospital administra- 
tion, and make clearer the importance of giving 
to the hospital that quality of efficient manage- 
ment which will assure the sick of our hospitals 
the most kindly and competent care, and bring 
the administrator to dedicate himself anew to 
that worthy task. 





Our Task 


A stimulating, if not always comforting thing 
in the conduct of a hospital is the way in which 
new problems constantly arise to keep us looking 
and moving forward. Our appeals for more pub- 
lic support for the care of the indigent sick collide 
with the citizens’ demand for lower taxes. Ad- 
vances in medicine, offering greater hope of re- 
covery to the patient but involving more expensive 
equipment or medication, confront the patients’ 
demand for cheaper hospital rates. Shrinking 
Relief Funds and tax raids on the sources of phil- 
anthropic gifts progressively diminish the subsi- 
dies which in the past have sustained our chari- 
table work: while more stringent governmental 
regulations in the fields of labor and business boost 
our wage costs and raise the prices of everything 
we buy. The rising age of our population adds 
to the number of chronic sick for whom no ade- 
quate provision now exists, forcing us to keep 
them in our wards at great inconvenience and 
undue expense. The strain of modern life requires 
greater provision for the proper care and study 
of incipient mental cases than can now be found 
in our general hospitals. And to crown all our 
other problems, the growth in population and the 
declining ability of the average home to house its 
sick call for large hospitals—Annual Report, 
Orange Memorial Hospital, Orange, New Jersey. 





114 





Minnesota Institute for Hospital 
Administrators 


The program of the Minnesota Institute for 
Hospital Administrators, conducted at the Center 
for Continuation Study, Minneapolis, Minnesota, 
was extended this year to one full week and in- 
cluded a large number of field trips. The entire 
program of lectures and field trips was planned 
with particular attention to the needs of adminis- 
trators of small hospitals. 


Eighty-seven administrators attended the In- 
stitute which was sponsored by the University of 
Minnesota in cooperation with the Minnesota Hos- 
pital Association and the American College of 
Hospital Administrators. Among those in attend- 
ance were administrators frgm all sections of Min- 
nesota and from the adjacent states of North 
Dakota, South Dakota, Iowa, Wisconsin, and Mon- 
tana. One student came from Ohio. 


As a result of the efforts of the Institute Com- 
mittee, in a large number of cases the administra- 
tor’s registration fee, room and board charges, 
and travel expenses were paid by the hospital. 
Evidently, trustees are recognizing that the im- 
provement of the qualifications of their adminis- 
trators may reasonably be expected to result in 
improvements in the operation of the hospital and 
in patient care services. 
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OUT for the COUNT 


and so were the 


GERMS... 


(LEFT) Monel Washers and Monel 
Extractor installed at the Mercy 
Hospital, Pittsburgh, Pa. 


A low bacteria count is only 
one of the many advantages 


assured by Monel washers. 


MANY NEW DISCOVERIES are revealed 
under the microscope. But what this 
instrument tells about Monel washers 
is an old, old story: That the clean, 

smooth interior of a Monel washer is no 

place for bacteria. 

In addition to absolute cleanliness» 
Monel washers offer big advantages in 
terms of dollars and cents. Well known 
to commercial and institutional laundry 
A) =6managers alike is the fact that Monel washers: 


1. Save time and labor. 
2. Turn out more and better work in lessspace. 
3. Use less power, less steam, less soap and 
less supplies. 


The dollars and cents saved by Monel washers 
go a long way toward helping other departments- 
Beneficial, too, to the whole of the hospital staff 
is the prompt and excellent service rendered by 
the Monel-equipped laundry. 
If you are contemplating washroom improve- 
l NCO ments, get the facts about Monel washers. Ask also 
M 0 N E y 4 about extractors, trucks, tables, etc. made of the same 
sanitary, economical metal. Write today. Address: 


“Monel” is a registered trade-mark of The 


International Nickel Company, Inc., which is " - 
applied to a nickel alloy containing approxi- THE INTERNATIONAL NICKEL COMPANY, INC. 
mately two-thirds nickel and one-third copper. 67 Wall Street New York, N. Y. 
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Occupational Therapy in the 
Orthopedic Field 


It is impossible to adequately present the sub- 
ject of occupational therapy without stressing its 
correlation with physical therapy as the two ther- 
apies are interdependent. 


The value of physical therapy is well recog- 
nized. Heat produces relaxation of the tissues 
and stimulates circulation so that nutrition to the 
affected part is improved. Massage follows, ac- 
celerating the removal of waste products in the 
muscles. Muscle training or muscle re-education 
is then used to develop certain muscles, whose 
function has been impaired, without bringing into 
play the normal muscles. 


During the physical therapy treatment, the pa- 
tient’s attention is very largely centered on his 
disability and when active exercise is possible it 
is advisable to add a type of exercise which con- 
verts the activity into an objective form of psy- 
cho-therapeutic value. 


Through occupational therapy this may be 
brought about. Toys and games for little chil- 
dren, creative handwork and recreation for older 
children and adults may be selected to meet the 
exact physical activity exercise desired. At the 
same time they provide an opportunity for emo- 
tional release or develop a feeling of self-confi- 
dence and security through participating in nor- 
mal activities and successfully using the injured 
member. 


The amount of muscle strength, the extent of 
joint motion and the degree of coordination varies 
in all occupational and recreational activities. 
With a wise selection based on a fundamental 
knowledge of neurology, anatomy, and muscle ac- 
tion, as well as understanding the condition being 
treated, they are valuable aids in stimulating and 
controlling activity. 


A program which returns the individual not 
only to the ability to use the disabled member but 
the desire to use it and a feeling of self-confidence 
and security in using it, must include both the 
physical and psycho-therapeutic measures. Occu- 
pational therapy is therefore of great value in 
contributing to both these essential needs. 


The physical and occupational therapy should 
be harmoniously correlated and this can only be 
done through a realization of the interdependence 
of one on the other, a sharing of information re- 
garding the patient’s condition, and the reactions 
observed and a unity of purpose in planning treat- 
ment. 
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Not every patient is ready for active exercise 
obtained in occupational therapy when treatment 
is started, but it is a source of gratification to the 
physical therapist and joy to the patient when 
he is able to convert muscle or joint function into 
creative channels through treatment in occupa- 
tional therapy. 

Marjorie Taylor 


+ - 


Laundry Kinks 


Damaged Goods—When linen damage is in a 
small area of the article, either as holes or gen- 
eral failure of a comparatively small area, the 
damage can not usually be charged to the laun- 
dering process. All the chemicals used in the 
washing formula come in fairly uniform contact 
with the entire load, and thus the entire article 
or even all the articles in the load will be affected 
in a similar manner. 


Local injury can usually be traced to something 
which has happened to the textile before it 
reached the laundry; corrosive or acid drugs are 
common offenders. Not only the drugs used on 
the wards but many toilet preparations have such 
action, but in such low strength that the damage 
they cause is not immediately apparent. In fact, 
it may take several trips to the laundry before 
the injury becomes apparent. 


Net Washing—The advent of net washing has 
showed many advantages. The washer can be 
run in one direction only, and the elimination of 
the stop, start, and reverse permits the use of a 
much less expensive driving mechanism, elimina- 
tion of the many interruptions of which reverse 
mechanisms are so often the cause, and a decrease 
of fifteen to twenty per cent in the power re- 
quired. 


Other advantages are the facility of lot wash- 
ing, convenience in classification, and in personal 
bundle washing, simplified unloading—if capacity 
is too small to justify mechanical handling—eas- 
ier extractor loading, and less liability of extrac- 
tor injury. 


Electric Capacitator—Electric capacitators are 
finding their way into the modern laundry. When 
power is purchased, the utility company makes 
its charges under two categories—a demand 
charge and an energy charge. The demand 
charge is based on the largest amount of current 
used over any period of say fifteen minutes. The 
energy charge is based on the actual kilowatt 
hours used. The relation between the peak de- 
mand and the average demand is spoken of as the 
power factor. As the power factor increases, 
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i.e., the peak demand is reduced more nearly to 
the level of the average demand, it is obvious that 
the proportion of demand charge to the charge 
for electrical energy actually used will likewise 
be reduced. 


Capacitators, otherwise known as static con- 
densors, are simple equipment having no moving 
parts, require no upkeep, and take little floor 
space; in fact, may be suspended from the ceil- 
ing or side wall. In a specific instance the instal- 
lation of capacitators increased the power factor 
from sixty to ninety-five per cent. 


Even when the institution generates its own 
power this correction of the power factor will 
save steam, but what often is quite as important 
permits the use of generating equipment which 
would otherwise be too small to carry the load. 


a 


Soap Specifications 


The American Society for Testing Materials has 
for some time had a committee at work on soap 
specifications. Specifications for Caustic Soda 
(D 456-38) and for Modified Soda (D 457-38) 
have already been finally adopted, and the follow- 
ing standards have been tentatively adopted: 


White Floating Soap... .cs0sccceceswes D 499-38 T 
RORSMS NED Ss GaN olay ste ib isto te ss ano sets elas ore Se wie D 496-38 T 
PRIDE COMCE GOOD 6 655< sisisciicicieceerssinoes D 455-38 T 
PREIATY SORE ASOD 5 6.6: /005:0\e'srs 016.50) s:0 s0016 5 D 497-38 T 
oe ary ree erent D 498-38 T 
POE PANE ibis careless 5 sib bri ww ro lei Bote tetalore wis D 458-38 T 
TOBE TOP POTICle Bike. 6-6. csic ica vancceas D 502-38 T 
Sampling and chemical analysis methods 

ROPE iiiscidicmice Sa vssanaacanwehanane D 460-38 T 
Sulfonated (sulfated) oil, chemical analysis 

OL. cbs dslsbg Sew hawaiian sinus belsiee e D 500-38 T 


Methods of analysis special detergents... D 501-38 T 

Definitions for Soaps and Detergents.... D 459-38 T 

Other specifications under consideration are 
for palm oil soap, green oil soap, built soaps, 
liquid soaps, soap powders, phosphates, meta- 
silicate, and others. 


The standardization of definitions will of itself 
go far to eliminate much of the confusion now 
existing in the soap industry. For instance, as 
now used the term “anhydrous soap” often in- 
cludes many constituents which cannot be con- 
sidered as pure soap free from water and other 
concomitants. 


Soap as manufactured contains 30 to 35 per 
cent of water. It may be dried to contain not 
more than one-fourth this amount of water. Un- 
scrupulous dealers, in order to lower the price, 
may greatly increase the water content. This in- 
crease is not easily detectible by superficial ap- 
pearance. Such soap is not only not as valuable 
in soap content, but it is unduly soft, wastes more 
in use, and often dries out so much in transit to 
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the consumer as to result in claims for short 
weight. 


Soap powders are usually a mixture of soap 
and soda ash. But soda ash is so much less 
expensive than soap that the unethical dealer may 
increase the soda ash content at the expense of the 
soap content. The resultant mixture will still be 
a good cleaner but it certainly is unethical to sell 
it as the higher grade material. 


It is hoped that these specifications will clear 
up some of the causes for misunderstanding, and 
be of assistance in checking unfair competition. 

Abstracted from Industrial Standardization, 
“Soap, Detergents, and Their Specifications,” S. 
M. Trevithick, Chairman. 


a 


Surgical Instruments 


To all of those in hospitals who handle surgical 
instruments in any capacity whatever, the “Stille 
Sweden” trademark always commands the high- 
est respect. These instruments are tangible ex- 
pressions of surgical skill. The Stille genius 
which has produced them for nearly 100 years 
seems akin to the highest surgical genius all over 
the world. It is as though Stille had searched the 
creative minds back of all surgical work and were 
ready with exactly the correct instrument to 
assist in the performance of the daily miracles 
for which surgery is now famous. 


Scanlan-Morris Company of Madison, Wiscon- 
sin, as exclusive agents in the United States for 
Stille instruments, presents the line in a new 
catalogue which merits your attention. It is ob- 
vious that this company accepts the privilege of 
distributing these instruments as a welcome re- 
sponsibility. Their representatives are prepared 
to render personal service both to the surgeon and 
the hospital in the selection and care of Stille 
instruments. ° 


a 


A Million Volt X-ray Outfit 


A new x-ray outfit, small enough for installa- 
tion in existing hospital buildings but designed to 
operate at 1,000,000 volts, has been completed by 
the General Electric Company at Schenectady, 
New York, for cancer research at the new Memo- 
rial Hospital, New York City. This new kind of 
x-ray tube, equal to $90,000,000 worth of radium, 
is the result of discovery of a new electrical prin- 
ciple, says reports from Schenectady. 


The tube was made for treatment of human 
cancer, but is also designed for industry, and gives 
both a new tool. In cancer it furnishes an am- 
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perage, or volume of current, far in excess of any- 
thing previously known. 


The tube was built by scientists of the General 
Electric Company’s research laboratory for in- 
stallation by the General Electric X-Ray Corpora- 
tion. It will be placed this spring in the new 
$4,000,000 Memorial Hospital, now nearing com- 
pletion. This hospital is designed to be the world’s 
most completely equipped cancer institute. 


The completed tube is a steel pill-box, less than 
a man’s height, with a lead tail projecting from 
its bottom. This tail is the lower end of a lead- 
encased bottle, which is the vacuum tube in which 
the rays are made. The bottle is four feet eight 
inches long, much of it housed inside the pill-box. 
The tail is the working end, where the rays come 
out for human use and industrial photography. 


The new electrical principle enables this tube to 
use ordinary low-frequency current. That is, it 
could be plugged in on an ordinary sixty-cycle 
electric light socket. Previous tubes have required 
high-frequency current, needing bulky apparatus 
to transform the power. 


a 


Air Sterilization 


Much has been written recently concerning the 
use of ultra violet rays as a sterilizing medium for 
air. Extensive tests have pretty well established 
the value of the ultra violet ray as a destroyer for 
air-borne bacteria especially when the relative 
humidity of the air is not in excess of 55 per cent. 


A secondary problem—resulting from the use 
of the mercury arc (ultra violet)—has been prop- 
er protection to the personnel who will be more 
or less constantly subjected to the rays. Recent 
experiments by Dr. George Sperti in Cincinnati 
have shown that a controlled radiation can be se- 
cured in a light which will limit the radiation be- 
tween 2,750 and 3,100 angstrom units, thus elim- 
inating the possible harmful influence resulting 
from exposure to substantially shorter wave 
lengths of ultra violet and—at the same time— 
leaving the bactericidal qualities unaffected. 


The placing of ultra violet lights in the air sup- 
ply ducts of ventilated or conditioned areas has 
proven quite effective even though the air velocity 
is relatively high (up to 1,000 feet per minute) 
and—where air is to be recirculated—a similar 
light may well be installed in the return ducts as 
well as the supply. 


One point should be clearly borne in mind, how- 
ever. The sterilizing effectiveness of the ultra 
violet light is seriously affected by humidities 
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greater than 55 per cent. In areas of a greater 
humidity than 55 per cent additional light should 
be provided to compensate for this reduction in 
effectiveness. 


Report of the American Hospital Association 
Committee on Air Conditioning in Hospitals, 1938. 
‘saci 

Approximately 18,700,000 days of hospital care 
in voluntary and governmental institutions are 
given residents of New York City in a year’s 
time. That figure includes days of care for pa- 
tients from the city in state hospitals for the 
mentally ill, whether these institutions are located 
within the city limits or elsewhere in the state. 
Of this total, approximately 5,300,000, or 28 per 
cent, represent patient days in voluntary hospi- 
tals, while about 13,400,000, or 72 per cent, are 
patient days in governmental hospitals. 


The cost of the service given in the govern- 
mental general care hospitals is almost entirely 
met by appropriations from tax funds. Who 
pays for the services rendered to patients in the 
voluntary general care hospital? It is divided 
as follows: 53 per cent represents direct pay- 
ments by patients; 10 per cent represents pay- 
ments by the three-cents-a-day plan for care 
given subscribers to that plan; 12 per cent rep- 
resents payments by the City of New York for 
the care of public charge patients; another 15 
per cent is contributions; and the remaining 10 
per cent consists mainly of income from endow- 
ment, other funds of a less permanent character, 
and invested surplus. 


Although there is no information available to 
serve as a basis for dividing the families of New 
York according to the extent each income group 
uses either the voluntary or the municipal gen- 
eral care hospitals, the conclusion can be drawn 
that the governmental institutions now care for 
the great majority of the hospitalized sick from 
the 63 per cent of the families which have annual 
incomes below $2,000. 

David H. McAlpine Pyle 
ee ee 

The Result of Specialized Research 

An interesting announcement comes to us from 
the Research Laboratories of Oakite Products, 
Inc., 14 Thames Street, New York City. A fine 
dry, white, completely soluble powder, known as 
Oakite Composition No. 63, can now be used in 
dishwashing to eliminate water spots and films 
from dishes and glassware. It is particularly de- 
sirable in hard water areas, and is reported to 
reduce lime scale accumulations and other hard 
water deposits on the interior of dishwashing 
machines. It comes in 120-pound kegs or 375- 
pound barrels. 
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News Notes 


Leanna Brown, former superintendent of the 
City Memorial Hospital, Thomasville, North Caro- 
lina, is now superintendent of the Camden Hos- 
pital, Camden, South Carolina. 


—_—_p—_—— 

Olive J. Brown has assumed her duties as super- 
intendent. of the Sturgis Memorial Hospital, 
Sturgis, Michigan. Miss Brown succeeded Eva I. 
Kelly, who resigned. 


cidnitbiianiticiaiy 

John L. Burgan, formerly superintendent of the 
Abington Memorial Hospital, Abington, Pennsyl- 
vania, has been appointed superintendent of the 


Citizens’ General Hospital, New Kensington, 
Pennsylvania. Mr. Burgan commenced his new 
duties the first of January. 


EY eS 

John Crane, former superintendent of Gotham 
Hospital, New York City, has been appointed su- 
perintendent of Physicians’ Hospital, Jackson 
Heights, New York. 


A new wing, which will increase the bed ca- 
pacity by 40 beds, was formally opened at Physi- 
cians’ Hospital recently. 

scieleanatiiadaaeiide 

Arthur J. Dalton, manager of the Veterans Ad- 
ministration Facility at Batavia, New York, has 
been transferred to the Veterans Administration 
Facility at Baltimore, Maryland. Charles F. Sar- 
gent has been appointed to succeed Mr. Dalton at 
Batavia. 

a ene 

Hubert B. Dates, formerly Credit Manager of 
Good Samaritan Hospital, Sandusky, Ohio, has 
been elected administrator of that institution, suc- 
ceeding Mrs. Alice Marie Weaver, who resigned 
recently. 

sseutcaditiidiaismes 

Henry B. Dorr, M.D., has been appointed su- 
perintendent of The Dr. E. C. Hazard Hospital, 
Long Branch, New Jersey, to succeed Dr. F. W. 
Steinbock, who died November 7, 1938. 


sealiiaitilitens 

Davis Endres, former assistant superintendent 
of the Youngstown Hospital, Youngstown, Ohio, 
has been appointed superintendent of that institu- 
tion. Mr. Endres will fill the position held by 


Byron W. Stewart, who died in January. 
—_—_—_——— 


William D. Entley, former superintendent of 
the Scranton State Hospital, Scranton, Pennsyl- 
vania, has succeeded Ernest G. McKay as super- 
intendent of the Arnot-Ogden Memorial Hospital, 
Elmira, New York. 


—@——_ 
Georgia S. Gillis, former superintendent of the 
Webster District Hospital, Webster, Massachu- 
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setts, was appointed superintendent of the Memo- 
rial Hospital, Fremont, Ohio, to succeed Mrs. 
Arden E. Hardgrove (Jessamine Rominger), who 
resigned. 
aot See 
Walter K. Hargreaves has resigned as business 
manager and assistant superintendent of High- 
land Park General Hospital, Highland Park, Mich- 
igan, to assume the superintendency of the Pon- 
tiac General Hospital, Pontiac, Michigan. Mr. 
Hargreaves was formerly connected with the 
Knickerbocker Hospital, New York City, and New 
York Nursery and Childs’ Hospital in adminis- 
trative positions. 
—_—_~—_——_—. 
Edna Jacobson has accepted the _ superin- 
tendency of the Alta Hospital, Alta, Iowa. 
—_$< > 
Gertrude Kramer, who for the past fourteen 
and a half years has been connected with the 
West Baltimore General Hospital, Inc., Baltimore, 
Maryland, resigns her position as superintendent, 
effective March 15, 1939. 


ae 
Mrs. Olive M. Murphy, superintendent of the 
Randolph County Hospital, Winchester, Indiana, 
for eight years, has been appointed superinten- 
dent of Bartholomew County Hospital, Columbus, 
Indiana, to succeed Mrs. Thomas A. Warner, who 
has resigned. 
iii aliaiin aa 
Grosvenor B. Pearson, M.D., has been appointed 
assistant superintendent of the Foxboro State 
Hospital, Foxboro, Massachusetts, succeeding Dr. 
William C. Gaebler, who was recently promoted to 
assistant to Commissioner Clifton T. Perkins of 
the State Department of Mental Health. 
a ae 
Gilmah Spencer has succeeded Mrs. Merton 
Eldridge as manager of the Franklin Memorial 
Hospital, Vicksburg, Michigan. 
Lncedhaiiiialbeuntin 
Jeanette Taylor has been appointed superin- 
tendent of the Union Hospital, Dover, Ohio, to 
succeed Mary Gelser, who resigned to accept the 
superintendency of the St. Joseph Sanitarium, St. 
Joseph, Michigan. 
sn scesiiliarciaai 
Major Mabel Wilson, who for the past ten years 
has served as superintendent of the Booth Memo- 
rial Home and Hospital, Cleveland, Ohio, has been 
appointed superintendent of the Brooklyn Nursery 
and Infants’ Hospital, Brooklyn, New York. 
iinet, 
L. E. Young, M.D., has resigned as superin- 
tendent of the McCracken County Sanatorium, 
Paducah, Kentucky. 
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Danbury, Connecticut—The cornerstone of the 
new four-story addition to the Danbury Hospital, 
Danbury, Connecticut, was laid on January 24. 

AYE Dee ORE 

Elgin, Illinois—St. Joseph Hospital, Elgin, Illi- 
nois, operated by the Franciscan Sisters of the 
Sacred Heart, is to have exclusive use of the 
$14,000 trust created by the late Thomas F. 
Meehan. 

en 

Wichita, Kansas—Wesley Hospital, Wichita, 
Kansas, was presented with a gift of $50,000 by 
J. H. Huston, a philanthropist of that city. Other 
friends of the institution added another $50,000, 
and the total will be used in the construction of 
a new nurses’ home, the plans for which have 
been completed and approved. 


Through the will of Mrs. E. H. Middlekauff, a 
gift of $25,000 was made to Wesley Hospital for 
the installation of deep therapy equipment. 


H. L. Gleckler is superintendent ‘of Wesley Hos- 
pital. 
‘osssniadilittiat 
Quincy, Massachusetts—Construction has start- 
ed on the new addition to the Nurses’ Home at 
Quincy City Hospital, Quincy, Massachusetts. This 
addition will cost $150,000. The dedication cere- 
monies are planned for National Hospital Day, 
May 12, and the building will be ready for occu- 
pancy on July 1. 
ee 
Detroit, Michigan — The new million-dollar 
Mount Carmel Mercy Hospital, Detroit, Michigan, 
was dedicated on January 14. The hospital, which 
has a capacity of 300 beds, is under the direction 
of the Sisters of Mercy. Sister Mary Nicholas is 
Superior. 
ara 
Detroit, Michigan—A new $225,000 ftreqeoot 
unit is planned for the Detroit Tuberculosis Sana- 
torium, Detroit, Michigan. The new unit will pro- 
vide the most modern operating room facilities, 
space for research work, and hospitalization facili- 
ties for sixty more patients. 
ae are 
Detroit Lakes, Minnesota—The Sisters of St. 
Benedict, Crookston, Minnesota, have purchased 
the Community Hospital of Detroit Lakes, Minne- 
sota. The name of the hospital will be changed 
to St. Mary’s. Sister Boniface, R.N., former 
Superior of St. Vincent’s Hospital, will have 
charge of the hospital. 
CE eae 
Minneapolis, Minnesota—The Board of Direc- 
tors of the Northwestern Hospital, Minneapolis, 
Minnesota, have announced their plans for a 
$500,000 rebuilding program, and a fund raising 
campaign has been launched. Harry Brown is 
superintendent of the Northwestern Hospital. 
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New: REVOLUTIONARY Material 
GIVES Zose SPARKLING DISHES. 
Prevents SCALE DEPOSITS 


WASHING MACHINES 


ECURING dishes and glassware just as you 
want them .. . sparkling and glistening with 
cleanliness . . . no longer need be a troublesome 
problem! Now, as many hospitals find, gleam- 
ing ware is just one advantage that a new funda- 
mentally different dishwashing material provides. 


In addition to new effectiveness in removing 
grease and dried-on food stuff deposits and ob- 
stinate egg and fruit juice stains, Oakite Compo- 
sition No. 63 prevents hard water spots and films. 


It does this because it SOFTENS water 
without precipitating the salts that 
tend to form scale deposits. 


It makes rinsing easy .. . complete. No dingy 
streaks remain . . . ware gleams with its natural 
brilliant lustre. And... your machine operates 
better, too, as this material reduces or eliminates 
lime scale accumulations on machine interiors, 


retards clogging of pipes and spray heads. 


Oakite Composition No. 63 is OAKITE 


1909 1939 


specifically designed to help you 
secure the improved, low-cost re- 
sults you want. Write for com- 
plete details. No obligation. 





Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St., NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 


‘KITE 
ertif ted CLEANING 


5 & ME 





123 








